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ABSTRACT
Healthcare organizations in the United States are faced with internal operating
pressures as well as external regulatory and political pressures.

Coupled with

competitive forces and competition for healthcare dollars, improving hospital efficiency
and maintaining quality patient outcomes are critical mandates for hospital
administrators. To meet the increased demands of a highly complex service delivery
model, hospital administrators can capitalize on hospital teams to deliver patient care in a
more effective and efficient manner.
The purpose of this exploratory (comparative) and explanatory (correlational)
online survey research was to test a hypothesized model about actual and perceived
similarity-dissimilarity, openness to diversity, team cohesion, team effectiveness, and
organizational pegormance. Purposive and snowball sampling plans were designed in

order to obtain a sample of CFT members from 35 south Florida hospitals. E-mail
invitations were sent to CFT members in Palm Beach, Broward and Miami-Dade
Counties in south Florida and resulted in a final data producing sample of 185. All scales
in this study were examined for reliability and construct validity. Two scales in this
study were modified after exploratory factor analysis (EFA). Independent t-tests and

ANOVA, as well as Chi-square were used to answer the exploratory research questions.
Hierarchical linear regression analyses tested the explanatory hypotheses.
Findings indicate that RNs, LPNs and Line workers felt more similarity in their
teams while executives and directors felt more openness to diversity. Findings also
indicate that a shorter length of hospital stay (LOS) was related to the number of clinical
staff as opposed to the number of support services staff. This study found that larger

hospitals were more effective in achieving higher scores on their JCAHO environment of
care surveys while smaller hospitals were better at managing LOS. In this study, when
team members felt dissimilar, they also felt their teams were less likely to achieve goals,
timeliness, customer satisfaction, and quality and productivity. Indications from this
study are that teams who were more open to diversity were likely to be perceived as more
cohesive. Future research can focus on hospital system structure and the effects on
management and other occupations in terms of team performance.
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CHAPTER I
INTRODUCTION TO THE STUDY
Introduction and Background
The past two decades have brought to light increasing concerns about healthcare
in the United States. Access to health services, patient safety, cost containment, and
organizational efficiency are topics that have been subject to much debate in legislative,
professional, and academic forums (Natarajan, 2006). Recent estimates put spending for
healthcare in both the private and public sectors in the U.S. at approximately 14 % of our
national income. Coupled with cost conscious health maintenance organizations (HMOs)
and increasingly more complex regulatory compliance standards, hospital administrators
are forced to identify strategies to improve performance, improve productivity, and
I

deliver safe and effective patient care (Gent, Parry, & Parry, 1998.; Rodger, Mickan,

i

Marinac, & Woodyatt, 2005).
Increasing pressure to contain costs while maintaining or improving quality of
care has opened up the healthcare marketplace to competitive forces that have been
typically associated with other industries such as manufacturing and retailing. Hospitals
literally deal with life and death, and their clinical and support operations have intrinsic
methodologies which can be used to implement and monitor performance, including
familiarity with statistical models, a drive to continuously improve the quality of patient
care, and a natural disposition for teamwork (Huq, 1996).
Moving towards expected increases in productivity, like other organizations,
hospitals are adopting a team based orientation to bring varied knowledge, diverse skills,
and cross functional experiences into the work environment (Castka, Bamber, Sharp, &

Belohoubek, 2001). As one of the most complex organizational models, the US hospital
is comprised of a system which is reliant on synergy between occupational groups that
include people with medical degrees to people with a high school diploma. These diverse
occupational groups must come together to clean rooms, prepare beds, deliver food,
provide electricity, and perform surgery. The myriad occupations embedded in hospital
operations promote the formation of cross-functional teams (Alexander, Weiner, Shortell,
Baker, et al., 2006). CFTs have grown in prominence over the last 20 years in both
research and development environments, and manufacturing industries. Hospital CFTs
have been the subject of in at least 80 peer reviewed articles from 1980 to 2007.
Efficiency in hospital operations continues to challenge top hospital
administrators as well as those who manage more specific nursing and ancillary
functions. When referring to hospital operations, efficiency can be viewed through two
parallel perspectives. Safavi (2006) explained:
In the first approach (avoiding waste), outputs are held constant and inputs are
shed to gain efficiency. In the second approach (maximizing outputs from
inputs), inputs are held constant and used in a more effective way to improve
outputs. The difference is that the first approach seeks to reduce resource use or
input costs as a means of increasing efficiency; the second increases products and
services to become more efficient. (p. 77)
Performance measures in hospitals are well defined, primarily due to increased
emphasis on regulatory, accreditation, and consumer pressure for more healthcare
accountability (Lied, 2001).

Hospitals place great emphasis on developing key

performance indicators (KPIs) as a means to monitor their performance in critical aspects

of hospital operations. In 1997, Cohen, Chang, and Ledford reported that performance is
measured by meeting a desired level of output for a given task by either an individual or
group and, in the case of a CFT, both (as cited in Sivasubramaniam, Murry, Avolio, &
Jung, 2002). In this study, the synergistic relationship between efficient operations and
the effective monitoring of KPIs is treated as hospital performance.
The Joint Commission on Accreditation of Hospital Organizations (JCAHO)
accreditation process is recognized as an important measure of hospital performance
(Zabada, Singh, & Munchus 2001). Regulatory mandates provided by JCAHO have
assisted hospitals in becoming more effective by identifying specific critical aspects of
hospital operations and by setting minimum standards of compliance in terms of
measurement and outcomes.

Nevertheless, for hospital organizations to remain

competitively viable, hospital administrators must strive to exceed the minimum
standards (Zabada et al., 2001). A KPI of particular interest in this study was the degree
of compliance received from the most recent JCAHO survey on the Management of the
Environment of Care (EC). The EC is part of the overall accreditation survey which is
conducted by JCAHO, usually at three year intervals. Specifically, the EC is comprised
of those elements which pertain to hospital safety for patients and the overall hospital
environment. Hospitals designate hospital employees from various departments to
participate on CFTs that examine data, evaluate performance, and formulate plans to
monitor and evaluate KPIs. Measures of performance implemented by hospitals to meet
JCAHO requirements include an acceptable score on the EC survey. JCAHO surveyors
assign a number from one to five to indicate compliance with the particular category
being monitored. The EC consists of various elements of performance, including Design

of the Environment, Implementation of Safety Plans, Social Environment, and Monitoring
of Safety Plans. A number "1" is good compliance whereas a number "5" equates to the

most deficient score.

Hospitals in this study received between a "1" and "3" on their

recent survey, which proved to be an ineffective measure due to minimal variation.
However, JCAHO also assigns a percentage score in addition to the number, which is a
national comparison of the percent of hospitals that received the same numerical score
during the same survey period. Using the percentage score, and then a combined
percentage score from each performance area to get a percentile score may yield a more
useful measure. The higher the percentage score, the higher the performance in relation
to other hospitals surveyed during the same period.
The second KPI of interest in this study wis the Length of Stay (LOS)as reported
by licensed Florida hospitals to the Agency for Healthcare Administration (AHCA).
Average LOS is how long patients stayed in the hospital during a given period, and is
primarily determined by their attending physicians. While there are many patient factors
that can affect LOS, such as diagnosis, age, and co-morbidity (AHCA, 2006), the average
LOS represents the efficiency of care provided by a particular hospital. To compensate

for differences in patient medical conditions which may affect LOS, AHCA incorporates
a widely accepted tool for risk adjusting. This adjustment is computed for each hospital
and each medical condition or procedure category according to the severity of illness of
the patients. This means that a hospital with more severely ill patients has had its actual
LOS, average charges, and readmissions lowered while a hospital with less severely ill

patients has had its rates increased. This adjustment allows for comparisons between
hospitals that reflect the differences in care delivered, rather than the differences in the

patients. LOS is a critical aspect of "the quality of life" of patients and the single most
important variable in the consumption equation in terms of resource utilization in
hospitals (Kulinskaya, Kornbrot, & Gao, 2005). The association between Medicare
payments and the LOS for inpatients revolves primarily around the current
reimbursement structure developed to prompt efficiency and improve hospital
performance.
The federal agency that administers reimbursement rates based on pre-set
formulas for a particular diagnosed condition is the Centers for Medicare and Medicaid
Services (CMS). At state levels, private companies manage billing and operations for the
CMS. In addition to being the single most important determinant of hospital resource
consumption, LOS is a critical aspect of hospital planning and budgeting (Gao et al.,
2005). Thus, it may be expected that management of the functions that influence the
outcome of efforts geared towards achievement of favorable KPIs would lead to greater
organizational efficiency and performance.
Performance indicators are simply measures of what an organization considers an
important aspect of their operations; one which can significantly impact performance and
is worth examining at regular intervals (Yellen, 2002; Zabada et al., 2001). JCAHO
conducts surveys of hospitals and provides a score associated with a level of
performance. As such, hospital performance levels across a number of patient care and
environmental compliance measures from JCAHO rely on dedicated (Douglas &
Fredendall, 2004; Rondeau, Francescuitti, & Zanardelli, 2005). The complexity which
seems apparent in addressing these inherently systemic issues may be best viewed in a
comprehensive manner, considering the entire organizational structure. CFTs comprised

of non-clinical and support services staff, as well as clinical staff, administrative, and
medical professionals are developed as a means to meet the complex challenges
associated with wide ranging care to patients.

Implementation of a CFT approach to

facilitate hospital efficiency is recognized as a significant challenge for administrators
(Gent et al., 1998). As technological advances, diverse occupations, and more stringent
regulatory compliance issues come to the forefront of hospital operations, CFTs will play
an increasingly important role in patient care delivery (Fried, Topping, & Rundall, 2000).
Not only do CFTs play a major role in terms of hospital operations, but also in the
effective delivery of healthcare services (Lichtenstein, Alexander, McCarthy, & Wells,
2004).
In healthcare, members from diverse professional and non-professional

occupations make up CFTs, which can lead to difficulties with communication as well as
challenging relationships and misaligned inter-departmental functioning with regards to
CFT membership. Inter-functional differences, stereotypes, and biases held by individual
members can negatively influence performance (Sethi, 2000; Pinto, Pinto, & Prescott,
1990). According to Mellor and Solomon, drawbacks associated with the CFT approach
included visual differences associated with demographics such as age, gender, ethnicity,
occupation, and education (as cited in Amodeo & Faulkner Schofield, 1999). Moreover,
professionals may bring the social identification of their profession or occupation into the
mix of the complex CFT environment (Alexander, Jinnet, Lichtenstein, & Ullman, 1997).
Informational dissimilarity has been referred to as group member differences in terms of
characteristics such as tenure, and work experiences, as well as professional backgrounds

(Chattopadhyay, 1999; Jehn, Chadwick, & Thatcher, 1997; O'Reilly, Chatman, &
Caldwell, 1991).
Adverse effects may exist where occupations such as nurses, physicians, and
other occupational groups work on teams. It is important to consider how different
occupations interact in the hospital environment since members of hospital CFTs include
professional nurses, clinicians, physicians, administrative managers and other "nonprofessional" occupations such as engineers, plant safety workers, security workers, and
environmental workers. The combination of different occupations on hospital CFTs can
lead to decreased cohesion, lack of cooperation, and decreased organizational efficiency
due to role confusion and varying perceptions (Harnmond, Bandak, & Williams, 1999).
Group cohesion has been the subject of numerous studies that propdsed how cohesion
constructs such as communication, can influence the efforts of a group in terms of their
reaching their desired level of output (Wright & Drewery, 2006; Deeter-Schmelz &
Kennedy, 2003).
Consistent with the existing theories on communication and CFT effectiveness
proposed by Pinto and Pinto (1990), Gent et al. (1998) found that high levels of team
cooperation leads to "higher levels of information sharing and communicating, more time
brainstorming, exchanging project-related information, receiving performance feedback,
evaluation of projects in a positive manner, and positive feelings about participation on
teams" (p. 253). The similarity-attraction process explains liking based on personal
characteristics (attitudes, values); thus, the similarity-attraction paradigm is highly
applicable to the effects of values dissimilarity. It proposes that individuals who possess
similar attitudes and values perceive one another as similar and are attracted to each

other, as this reinforces their personal beliefs (Williams & O'Reilly, 1998). On the other
hand, values dissimilarities are described as fostering negative communication, lack of
commitment, and low levels of organizational cohesion between group members (Bell,
Harrison, & Price, 1998; Jehn et al., 1997).
Joshi and Jackson (2003) defined diverse teams as those identified in terms of
their team members belonging to distinct groups (age, ethnicity, gender). Although
heterogeneous teams functioned differently from homogeneous teams, Joshi and Jackson
concur with previous conclusions, which indicate that heterogeneous teams function well
with decision making that requires innovation. Their conclusions stress that the
organizational context and demographic composition of the environment in which teams
fun'ction plays a significant role in shaping team performance (Joshi & ~ackson,2003).
Empirical investigations about teams and performance have evolved into divergent
perspectives about the effectiveness of diverse teams. On one hand, service teams with
diverse members have a potential to deliver better performance resulting from the broader
perspective of the diversity in the group. This view was supported by Hyland, Gieskes
and Sloan (2001) who found that some heterogeneous teams were more productive than
homogeneous teams, especially with regards to innovation (Hyland et al., 2001).
Another stream of research finds that although there is evidence of positive team
results predicted by decision-making theories, diversity in teams is likely to impede
group functioning when values dissimilarities are prevalent amongst team members
(Schippers, Den Hartog, Koopman, & Wienk, 2003). Furthermore, it is suggested that
teams are less cohesive when consistently divergent views and values are interjected into
the team (Ancona & Caldwell, 1992). Not only does the cohesion of CFT members

affect team functioning, it is also proposed that diversity and teamwork are intrinsically
linked and that diverse work teams are prone to produce negative team outcomes (Joshi
& Jackson, 2003; Jehn, Neale, & Northcraft, 1999).

Several gaps ion the literature provide opportunities for further empirical
investigation. For example, Pinto et al. (1990) contended that the study of CFTs as the
unit of analysis with regard to implementation of corporate strategy should enhance
knowledge of the benefits and limitations associated with the use of CFTs. Broader
investigation of the relationships between actual similarity-dissimilarity, perceived
similarity-dissimilarity, perceived group openness to diversity, and team cohesion, for

example, may lead to a more explicit definition of the social behavior of CFTs in hospital
organizatibnal settings (Hobman, Bordia, & Galloise, 2004).
Investigation of diverse and homogenous hospital CFTs has yet to be examined to
sufficiently explain relationships between team cohesion, team effectiveness, and
organizational performance of the hospital in terms of KPIs. Hospital organizations are
complex and require an effective team approach to patient care where different
disciplines and professions can share diverse information and opinions for improvement.
Only by comprehending the nature of these important team interactions can the CFT
deliver the level of patient care required to contribute to acceptable levels of
organizational performance.

Purpose

A significant body of theory and research examines relationships between team
members and constructs such as conflict, diversity, and group performance (Jehn et al.,
1997; Jehn et al., 1999; O'Reilly et al., 1991). However, no research was found about

similarity-dissimilarity and team cohesion among CFTs, or team effectiveness in the
hospital CFT environment. More specifically, no research was found which examined
relationships among CFTs and KPIs in the hospital environment. As a result, this
exploratory (comparative) and explanatory (correlational) online survey research design
had the following purposes:

1. An exploratory (comparative) purpose of this study was to determine
whether there were there differences in CFT members' perceived
similarity- dissimilarity, group openness to diversity, team cohesion, team
effectiveness, performance of their organizations, and characteristics of
hospitals according to actual similarity-dissimilarity of CFTs in South
~ i o r i d ahospitals.

2. An exploratory (comparative) purpose of this study was to determine
whether there were differences in CFT members' actual similaritydissimilarity, perceived similarity-dissimilarity, group openness to
diversity, team cohesion, team effectiveness, and performance of their
organizations according to characteristics of South Florida hospitals.
3. Finally, an explanatory (correlational) purpose was to explain the

relationships among organizational characteristics of South Florida
hospitals, and actual similarity-dissimilarity, perceived similarity-

dissimilarity, perceived group openness to diversity, team cohesion, team
effectiveness of hospital CFTs, and organizational performance (KPIs).

Definitions of Terms
Variables may be attribute, independent, or dependent variables depending upon
the purpose. For example, team cohesion was both an independent variable (research
purposes #1 and #3) and a dependent variable (research purpose #2). For all the purposes
of this study, actual similarity-dissimilarity and organizational characteristics were
always examined as attribute variables, while organizational performance was always
examined as a dependent variable. Independent and attribute variables are identified as
causal (explanatory) variables.

Cross-Functional Teams
Theoretical Definition
CFTs are described as made up of multidisciplinary members from different
functional areas of an organization, including line workers, managers, and both technical
and non-technical employees (Sethi, 2000). Members of hospital CFTs, much like
members of other organizational teams, strive to meet organizational goals through a
shared team mission (Farr Sly, 1997; Deeter-Schmelz & Kennedy, 2003).

Operational Definition
In this study, CFTs were operationalized through the selection of existing, in-tact
teams that had been working together for at least six (6) months at one of 38 hospitals in
South Florida. These CFT members included nurses, physicians, non-clinical as well a
clinical managers, quality and risk management staff, and support staff working in areas
such as plant engineering, security, information systems, and housekeeping. They are
sometimes identified in hospitals as work groups, cross-disciplinary, interdisciplinary, or
as multi-disciplinary teams.

Attribute Variables
Hospital Characteristics
Theoretical definition. Woolhandler and Himmelstein (1997) classified hospitals
into three categories: private, not for profit, for-profit and public. Subsequent definitions
were included that provided further clarification as to the nature of the particular
hospitals operating structure. The American Hospital Association (AHA, 1998) used a
similar classification which characterized hospitals as government, not-for-profit, and
investor-owned (for-profit)

Operational definition. Hospital Characteristics were operationalized in this
study by Part 6 of the survey developed by the researcher to record secondary data. The
four items were completed by the researcher based on participant responses to question
#lo, of Part 1, where participants reported the name of their hospital of employment. The
hospitals of employee participants was categorized by "geographic location" (south
Florida counties), "hospital type" as characterized by the AHA (tax status and legal
classification of the hospitals), and "hospital size" which is the number of licensed beds.

Actual Similarity-Dissimilarity
Theoretical definition. Similarity can refer to the degree to which individuals
share common attributes, and the degree to which an individual's attributes are shared by
other team members-as

well as the attitudes, values, and beliefs that shape attraction to

other members (Mannix & Neale, 2005). Dissimilarity refers to the degree to which an
individual and some second entity differ in terms of various characteristics, such as age,
gender, or ethnicity (Mannix & Neale, 2005).

Operational definition. In this study, the 10-item, Part 1 of the survey, actual
similarity-dissimilarity consisted of "objective" visible and informational demographics

and work characteristics among CFT members. It included an adaptation of
Hollingshead's Educational Scale, and other items developed by the researcher (age,

gender, ethnicity, race, occupational title, professional practice areas, practice experience
in years, tenure in current hospital in years, and current hospital of employment). (See
Appendix A, Part 1).

Perceived Similarity-Dissimilarity
Theoretical Definition
Individuals who have different demographic characteristics are less socially
attractive to other team members, while individuals who possess similar characteristics,
personal attitudes, and values perceive one another as similar and are attracted to each
other (Byrne & Nelson, 1965; Rosenbaum, 1986; Jehn et al., 1997). Hobman et al.
(2004) suggested that certain perceptive demographic characteristics may be more
significant to the perceptions of individual team members and that actual dissimilarity
measures of demographics may not sufficiently capture individual preferences.
Dissimilarity in visible, values, and informational attributes are described as creating less
inclusion, lower participation levels, lower levels of communication, and poor
performance (Hobman et al., 2004).

Operational Definition
In this study, Part 2 of the survey, the Perceived Dissimilarity scale developed by
Hobman et al. (2003) was used to measure visible, values, and informational

dissimilarities perceived by CFT members. The scale has three dimensions with two

items measuring each type of dissimilarity. (See Appendix A, Part 2).

Perceived Group Openness to Diversity
Theoretical Definition
Individuals who perceive that they are visibly different in age, education, and
lifestyle as well as values and information sharing have lower levels of involvement in
work groups (Kirchmeyer, 1995). Thus, the construct of perceived group openness to
diversity was categorized as openness toward each type of diversity - visible differences,

values differences, and informational differences (Hobman et al., 2004).

Operational Definition
In this study, Part 3 of the survey, group openness to diversity was measured by
the Perceived Group Openness to Diversity scale developed by Hobman et al. (2004).
The scale has three dimensions with two items measuring each type of dissimilarity
(visible differences, values differences, and informational differences). (See Appendix A,

Part 3).
Team Cohesion
Theoretical Definition
Similar definitions of cohesiveness have been proposed for over 50 years. One of
the earliest conceptualizations of cohesion describes it as the forces which hold people to
the groups with which they are associated (Moreno & Jennings, 1937; as cited in Shaw,
1981). Shaw (1981) described cohesion in terms of teams whose members are attracted
to the team, united in their efforts, and thus, perform at higher levels. Other definitions
offer similar conceptual descriptions which include forces-emotional, sense of

identity-that

align team members to each other as well as to the team (Guzzo & Shea,

1992; Drewery & Wright, 2006).

Team functioning, and in particular, how team

functioning is affected by team cohesion, is an important area of study with regard to
hospital organizations (Deeter-Schmelz & Kennedy, 2003).

Operational Definition
In this study, team cohesion was measured using Part 5 of the survey which
contains the Index of Work Group Cohesion scale developed by Price and Mueller
(1986). The scale has five items to measure team member feelings about acceptance by
their fellow team members. (See Appendix A, Part 5).

Team Outcome Effectiveness
Theoretical Definition
Effective teams should be able to produce products and services which meet a
desired quality level while sharing rewards amongst team members, such as satisfaction
with the work environment (Guzzo & Dickson, 1996; Hackman, 1987). Piccoli, Powell
and Ives (2004) define effective teams as those who are able to provide satisfaction for
team members, as well as delivering services in a timely fashion in a way that satisfies
customers (Piccoli et al., 2004).

Operational Definition

In this study, team effectiveness was measured using Part 6 of the survey which
contains the Team Outcome Effectiveness scale developed in 2003 by Gibson and
colleagues. The scale contains 26 items organized into five dimensions of team
effectiveness: goals, customers, timeliness, quality, and productivity. (See Appendix A,
Part 6).

Dependent Variable: Organizational Performance
Theoretical Definition
Performance has been defined as meeting a desired level of output for a given task
by either an individual or group, and is frequently used interchangeably with
"effectiveness" (Zaccaro & Klimosky, 2002; Sivasubramaniam, et al., 2002). Hospital
organizations are held accountable for meeting the demands of regulatory agencies with
respect to patient outcomes. Although financial performance is a paramount concern for
the hospital administrator, other key performance indicators (KPIs) have been used as
metrics to examine organizational effectiveness, which contributes to overall hospital
performance (Gent et al., 1998: Lichtenstein et al., 2004). Previous studies have found
links between individual job performance and hospital size; specifically, larger hospitals
had lower ratings of performance as reported by survey respondents (Dworkin, Goldstien,
& Drozdenko, 2006). Hospitals are driven by numerous measures of performance or

KPIs, which are influenced by leadership functions as well as functions carried out by
teams. In this study, the KPIs of interest are those primarily monitored within the CFT
environment. KPI are described as critical measures of performance which have been
established to support the overall performance of the organization.

Furthermore,

individual segments of an organization may have several KPIs in support of overall
organizational performance (Reh, 2007).

Operational Definition

In this study, performance was measured using existing data (secondary data)
which was obtained from both the JCAHO, Quality Check Internet site, and the AHCA
database of Florida hospitals. Part 7, Organizational Pe$ormance, measures KPIs of

hospitals, with three fill in the blank items, completed by the researcher. Based on
participant responses to question #I0 of Part 1, where participants report the name of
their hospital of employment, the researcher will use secondary data sources to complete
this part. Two KPIs for Management of the Environment of Care (EC) from the JCAHO
Quality Check Internet website included a percentage score of four categories of the last
full-survey, and a percentile score, which is a comparative ranking compared to other
hospitals surveyed during the same period. The survey information from JCAHO will be
taken from the last survey period (2002-2003). Length of stay (LOS) is a risk adjusted
number of days of care for inpatient hospitalizations calculated by subtracting the
discharge date from the admission date, and adjusting based on a number of variables
(AHCA, 2006). The LOS data will be taken from the most recenf information provided by
AHCA on their Internet website.

Justification
Previous studies do not adequately identify organizational performance in relation
to similarity-dissimilarity of employees, openness to diversity, team cohesion, and team

effectiveness of CFTs on hospital performance using KPIs. For example, Lied (2001)
investigated the effectiveness of performance indicators (PIS) in small hospitals (100
beds), concluding that there is increasing pressure on hospitals of all sizes to adequately
define and determine metrics for their PIS. Deeter-Schmelz and Kennedy (2003)
investigated the cohesion construct with patient care teams and the relative impact on
performance in terms of patient satisfaction.

However, the broader concepts of

performance in terms of other KPIs, such as Management of the Environment of Care
and LOS, as well as the influence of the similarity-dissimilarity paradigm on CFTs was

not considered, leaving an important aspect of hospital CFT dynamics open for further
investigation (Deeter-Schmelz & Kennedy, 2003).
High performing teams from diverse functional areas have been the subject of
investigation about cohesion, communication, and information processes (Brown &
Eisenhardt, 1997). Internal communication and effective levels of coordination are
central to effective team performance (Ancona & Caldwell, 1992; Pinto et al., 1993).
Thus, it seems logical that team members who are able to function more effectively are
more cohesive, and have higher levels of positive communication and information
processing. Pinto et al. (1993) suggest introducing rules and procedures into the team
environment to mitigate problems that occur as a result of poor communication and
coordination between members who are diverse. Hobrnan et a1. (i003) suggest that
although task conflict may be prevalent in teams with more visibly diverse members,
more communication about values between dissimilar team members may increase team
effectiveness. In the same vein, visible, values, and i~forinationalsimilarities can lead to
reduced levels of team conflict, and thus, homogenous teams may experience higher
levels of cohesiveness (Mannix & Neale, 2005).
In this study, scientific methods will be used to address the purposes of this study,

exemplified in the research questions and hypotheses presented in Chapter 11. The
research questions and hypotheses being investigated in this study aim to contribute to
knowledge about enhancing management of diversity; expanding team effectiveness, and
overall hospital performance relative to KPIs. The results of this study may contribute to
confirming or disconfirming propositions in existing theories about understanding the

benefits of diversity, the similarity-dissimilarity paradigm, and cohesion in CFTs (Jehn et
al., 1999; Pinto et al., 1993; Gent et al., 1998).
Perceptions about visible, values, and informational diversity in terms of
occupations, age, gender, race, and ethnicity have evolved as critical aspects influencing
team cohesion and team effectiveness, and as such will play a significant role in the

management of CFTs in healthcare.

Hospitals are embedded with numerous

multidisciplinary teams and different functional groups. Understanding the reasons why
teams make sense in healthcare delivery may contribute to improved managerial
strategies to assist hospital administrators and other professionals in the delivery of
patient care to the communities in which hospitals operate (Preston, 2005).
CFT members are accessible to the researcher, and drawn from a sample of
hospitals in the South Florida area, representing a variety of hospital types and
characteristics. These hospitals rely on teams of physicians, nurses, and other hospital
employees who are members of CFTs that work on initiatives related to improving
efficiency and performance throughout the hospital organization.
Delimitations and Scope

1.

The geographic area and setting of members of CFTs was limited to
employees in 38 hospitals located in Palm Beach County, Broward
County, and Miami-Dade County in South Florida.

2.

CFT members are employed in hospitals with the following
characteristics:
a. Government (nonfederal)
b. Not-for-profit

c. Investor-owned (for-profit)
3.

The CFT members were part of a CFT that was functioning for at least six
(6) months prior to taking the survey.

4.

CFT members were employed in hospitals that are accredited through the
JCAHO.

5.

CFT members were employed in hospitals registered with the Agency for
Healthcare Administration, which has provided data to them on LOS.

6.

CFT members were employed in hospitals that were surveyed by JCAHO
within five years prior to this study.

7.

CFT members were employed in hospitals that have at least 200 licensed
beds (hospital size).

8.

The e-mail contact information for the initial purposive sample of
participants in this survey was from:
a. Professional Associations;
Public access information from the Internet website for the
Florida Hospital Association (FHA); Public domain.
The Association of Occupational Health Professionals
(AOHP), Florida chapter; Public domain.
The South Florida Hospital and Healthcare Association
(SFHHA) Internet website; Public domain.
The Florida Hospital Engineering Association (FHEA)
Internet website; Public domain.

The South Florida Healthcare Executive Forum (SFHEF)
membership directory obtained by researcher as part of
membership in organization.
b. Individual hospital Internet websites; Public domain.
c. Professional contacts of the researcher that were known CFT members
employed in the 38 eligible hospitals'in Palm Beach County, Broward
County, and Miami-Dade County in south Florida.

In order to achieve the desired sample size in this study, each person who was part
of a CFT and met the eligibility criteria was invited to participate in the survey. The
initial purposive sample was asked to forward the e-mail invitation to other CFT
members to increase the size of the sample and include as much of the target population
as possible. Purposive snowball sampling, with access to the CFT members employed in
the 38 hospitals was designed to promote feasibility of the study as well as to represent
different types of hospitals with similar KPIs common to most if not all hospitals. This
methodology allowed explanation of relationships among the variables and comparisons
according to similarity-dissimilarity among CFT members and hospital characteristics.
Chapter I provided an introduction to the problem area under investigation in this
study.

The major purpose of this exploratory (comparative) and explanatory

(correlational) online survey research was to examine the influence of similaritydissimilarity among CFT members, team cohesion, team effectiveness, and hospital
performance. Both theoretical and operational definitions were presented for each
variable. The delimitations of the study were identified. The study was justified because
it was significant, researchable, and feasible.

Chapter I1 presents the literature review, theoretical framework, research
questions, and hypotheses identified for this study about hospital CFTs, team member
perceptions about similarity-dissimilarity, team cohesion, team effectiveness and hospital
organizational performance in the KPIs of Management of the Environment of Care and

LOS.

Themes that organize the review include the CFT, similarity-dissimilarity

paradigm, team diversity, team cohesion, team effectiveness, and organizational
performance (KPIs). This review examines literature related to CFTs in the hospital
setting. The review concludes with a synopsis of the literature with conclusions and
recommendations for future scholarly inquiry. The review of literature provides the
theoretical framework that guides this study. Based on literature gaps and the theoretical
framework, research questions and hypotheses were generated. Chapter I1 concludes
with hypothesized model tested in this study.
Chapter 111 of the study presents the research methods that were used for this
study about the effects of similarity-dissimilarity, team cohesion, and team effectiveness
of hospital CFTs, and organizational performance (KPIs). It includes a description of the
exploratory (comparative) and explanatory (correlational) survey research design, and
secondary analysis research. The population, purposive and snowball sample plan is
presented. The instrumentation to measure the variables is organized into seven parts and
procedures (ethical considerations and data collection methods) are presented. The plans
for descriptive, comparative, correlational, and psychometric analyses are also presented.
Chapter III concludes with an evaluation of the research methods that were used in this
study. Chapter N presents the results of each research question examined, psychometric
analyses of measures, and results of hypotheses tested.

Chapter V provides

interpretations of the findings, and implications based on study findings are discussed.
The limitations and recommendations for future research are also included.

CHAPTER I1
LITERATURE REVIEW, THEORETICAL FRAMEWORK,
RESEARCH QUESTIONS AND HYPOTHESES
Review of the Literature
This review examined literature related to CFTs in the hospital setting.
Additionally, works relating to other organizational contexts were referenced for
theoretical and empirical comparisons. Diversity in cross-functional teams and how
diversity influences cohesion and effectiveness of CFTs, and subsequent organizational
performance was examined.
Cross-Functional Teams (CFTs)
CFTs have grown in prominence over the last 20 years in both service and
manufacturing industries. Inter-functional differences or differences between various
occupations, as well as stereotypes and biases held by individual members of different
functional areas can negatively influence CFT performance (Sethi, 2000). Conflict
between departmental structures is seen as another cause of problems associated with
CFT performance (Sethi, 2000). CFTs are described as made up of members from
different functional areas of a hospital organization and include physicians, nurses,
administrators, managers and both technical and non-technical employees. Members of
CFTs, strive to meet organizational goals through a shared team mission (Farr Sly, 1997;
Deeter-Schmelz & Kennedy, 2003).

CFTs are used extensively in the hospital

environment where they reach across functional boundaries in an effort to meet the
continual demands for quality patient outcomes and patient satisfaction (Bak, Vogt,
George, & Greentree, 1994). Much debate regarding consistent definitions of team

effectiveness exists in the literature; however, Mickan (2005) offers a broader conceptual
perspective by including both team cohesion as well as organizational performance into
the mix of variables associated with team outcomes and effectiveness.
Literature on CFTs indicated the growing use of this form of team to increase
performance. The multidisciplinary team concept embodied by the CFT has been utilized
for IS0 14000 implementation in manufacturing and for OSHA compliance in the
government sector (Dew, 2000). Widespread use of CFTs is evidenced by expansive
literature which focuses on occupational diversity and cognitive team relationships
outside the hospital environment. The tendency to use groups composed of diverse
members is continually referred to in terms of higher levels of efficiency, more
innovation, and improved organizational performance (Jehn et al., 1999; Kirchmeyer &
McLellan, 1991; Kumar, Michaelson, & Watson, 1993 Jehn & Bezrukova, 2004).
Because of their ability to bring to bear a multitude of broad ranging skills in the hospital
environment, CFTs hold promise for improved patient outcomes, and increased
organizational effectiveness and performance (Gent et al., 1998: Lichtenstein et al.,
2004). The literature about CFTs in healthcare also shows the organizational aspects of
team dynamics and the influence of organizational structures on CFT performance
(Preston, 2005; Deeter-Schmelz & Kennedy, 2003; Huq & Martin, 2000). Clearly, the
link between hospital organizational structures and the effects on team effectiveness is
worthy of future empirical investigation.
Employees who serve as members of hospital CFTs face a number of problems
associated with team membership, primarily stemming from a lack of information about
the complexities of dealing with diverse CFT members. Even though teams are promoted

by hospital administrators as a way of bringing people together to more effectively
accomplish tasks that cut across departments, in-fighting and departmental turf battles
often come to the forefront as individual department managers fiercely defend their
ground on every possible issue (Preston, 2005). Involvement in the CFT may cause
individual team members to face managerial, as well as peer pressure when dealing with
organizational issues affecting his or her individual department. Moreover, various labels
have been associated with work group involvement in terms of how team members are
respected, how they communicate, and whether there are feelings about inclusion and
exclusion (Mor-Barak & Cherin, 1998). These ambiguities can cause employee moral
problems and poor team member performance (Amodeo & Faulkner-Schofield, 1999).
In 2002, Hackman considered teams with'four or five members to be optimal in
terms of effectiveness. Belbin (2000) concurred that smaller teams with up to six
members was an effective team size, however, teams with more than six members were
considered to suffer detrimentally since members would be less likely to share
contributions and that one team member may become dominant. Moreover, a small team
can work towards a common plan and hold themselves jointly accountable for the results
(Kakabadse & Sheard, 2004).
A correlational (explanatory) study conducted by Pinto et al. (1993) examined
relationships between three variables; super-ordinate goals, rules and procedures,
physical proximity, and team cohesion and performance with a sample of 181 of 351
team members from 59 hospital teams (representing approximately 52% of non-profit
hospitals in the US with 100 or more beds. The researchers used a snowballing technique
to collect names of potential participants. The measures used included Likert scales, a

Cooperation scale, and questionnaires (Pinto et al. 1993). First, super-ordinate goals
were identified as "urgent and compelling for all groups involved but whose attainment
requires the resources and efforts of more than one group" (p. 1281). Second, rules and
procedures are described as mechanisms for controlling activities between various
departmental groups that cut across boundaries to increase CFT performance. The third
variable studied relates to physical proximity, which was described as the physical
proximity of CFT members with one another and the effects of this proximate contact on
team outcomes (Pinto et al. 1993).
Pinto et al. (1993) excluded Veterans hospitals and hospital chains because of
their strategic ties to a centralized decision making process and often cumbersome
hierarchical and bureaucratic structures. The authors 'found convincing evidence that
cross-functional team studies would be most effective when the factors under the control
of managers, as well as organizational contexts in which these teams function, are the
focus of future empirical investigation. Gent, et al., (1998) added additional variables to
test desired CFT outcomes.

Methods of communication and the reason for

communication were tested by asking questions about preferred ways team members
communicate and why they might communicate with other team members.
Gent et al. (1998) utilized the Cooperation scale developed by Pinto et al. (1993)
to test communication levels on their additional variables. Regression analysis was used
to explain the levels of cooperation and the researchers found that teams exhibiting
higher levels of effective communication showed a greater propensity for informal
communication and improved efficiency in terms of team cooperation. The findings refer
to the influence of organizational structures and task orientation in terms of CFT

performance.

In their study, Gent et al. (1998) refer to methods of effective

communication defined as formal and informal. Formal communication included formal
meeting discussion, email and phone conversations related to agenda topics while
informal communication included unplanned discussions resulting in brainstorming about
ideas, resolving conflicts and generally discussing goals. Communication methods are
predictably important constructs central to team as well as organizational performance
(Gent et al., 1998).

Hospital Characteristics
Although multi-hospital systems have grown in number in the United States in
recent years, little is known about their characteristics and performance (Sear, 1992).
Much of the research on hospital typologies has centered o i cost effectiveness as a
performance measure (Rosenau & Linder, 2003). This American Hospital Association
(AHA) categorization for US hospitals includes: (1) Investor Owned (For-Profit), (2)
Not-for-Profit and (3), Government owned (non-federal) (Sear, 1992).
Non-profit hospitals qualify for exemption from federal taxes under the notion
that they will provide an array of services to the communities in which they operate.
These non-profits are accountable to various stakeholders, which include purchasers,
payers, communities and others who exert demands on the organization (Reiter, Nahra,
Alexander, & Wheeler, 2006). A recent study prepared by the United States Government
Accountability Office (USGAO) in 2005 compared the three types of hospitals (investor
owned, non-profit, and government owned-non-federal). The study considered size of
hospital in terms of patient operating expenses and compared the hospitals on categories
which included uncompensated care and other community benefits. Findings from the

study indicated that government hospitals (non-federal) bear most of the burden for
uncompensated care in their particular communities. This has obvious implications for
government hospitals since they "compete" in many respects with both other non-profits
as well as investor owned hospitals in their geographic location.
The investor owned (for profit) hospital model strives for efficiencies in their
operations and as a result, they can compromise the quality of care (Dansky & Gamm,
2004). However, one of the questions posed by researchers with regard to investor
owned hospital models is that of costs versus quality of care. If indeed the rationale for
an investor owned business is to maximize profits, then it makes sense that cost cutting
would take place and logically, quality would diminish to some extent (Devereaux,
Heels-Ansdell, Lachetti, et al., 2004). The complicated issue of quality and cost in
hospital operations was examined in relation to performance of investor owned and nonprofit hospitals. In 1987, Herzlinger and Krasker found that privatization of healthcare
and the emergence of private hospital corporations has led to a change in the paradigm
that non-profits are more efficient in terms of providing the best healthcare services to the
public. The move towards privatization and competition in healthcare has raised
questions about the efficiency of non-profits in delivering care to their intended target
populations. In a study about hospital performance, it was reported that "investor-owned
and non-profit hospitals were equivalent in several areas, such as access to services and
quality of care, but for-profits were more efficient than their non-profit counterparts"
(Dansky & Gamm, 2004, p. 290). It seems likely that a study which investigates the
relationships between both models from the perspective of team outcomes and related

performance may add an additional relevant perspective from which to evaluate
efficiency and performance of hospital operations.

Similan'ty-DissimilarityParadigm
Similarity-Attraction Hypothesis
The literature on similarity-attraction theory infers a positive relationship between
similarity and attraction. For example, similarity in the team environment or persongroup fit has been referred to as those readily observable demographic characteristics
such as age, gender, and ethnicity, while other less observable characteristics such as
values, knowledge, skills, and abilities may also be associated with similarity (KristofBrown, Zimmerman, & Johnson, 2005). In 1965, Byrne and Nelson proposed that the
greater the similarities between individuals the greater the attraction. The similarityattraction paradigm predicts that homogeneous team members work well together
because of their shared characteristics, thereby creating a synergistic effect on
performance. In 1966, Byrne et al. found that examination of individuals who possess
similar characteristics and personal attitudes as well as similar values, is particularly
suitable for theorizing the effects of value dissimilarity and thus, the perceptions of group
members (Williams & O'Reilly, 1998). In contrast to the similarity-attraction theory the
dissimilarity-repulsion theoretical model, proposes that only dissimilar attitudes influence
attraction and as a result, leads to repulsion between dissimilar individuals.

Dissimilarity-Repulsion Hypothesis
Rosenbaum (1986) proposed a repulsion interpretation for the similarity-attraction
relationship which infers that dissimilar attitudes influence attraction by leading to
repulsion and that similar attitudes are inconsequential for relationship development

(Singh & Tan, 1992; Singh & Teoh, 1999; Ramdhar & Soo, 2000). Several studies
examining the similarity-dissimilarity asymmetry hypotheses have found that
dissimilarity of individual attitudes has a greater influence on social interactions and
subsequent attraction (Singh & Teoh, 1999; Singh & Ho, 2000).

Demographic

differences such as age, gender, and ethnicity were also examined in the context of work
groups which are used synonymously with the term CFT. In their study of perceived
dissimilarity and work group involvement, Hobman et al. (2004) supported the
proposition that dissimilarity is associated with more negative attitudinal and behavioral
outcomes which may be conceptually associated with repulsion.

Team Diversity
A major concern in US organizations for many decades has been the emergence of
a diverse workforce. One of the major operational issues facing organizational leaders is
not the fact that diversity is increasing; rather it is how to manage the diverse workforce
(Richard, Kochan, & McMillan-Capehart, 2002). Extant definitions of diversity include
the most common variables of age, gender, race, and nationality, and the less common
variables such as weight, thinking patterns and economic status (Robinson-Hickman &
Creighton-Zoller, 1998). Large organizations with numerous departments or divisions
face the problems associated with functional diversity where employees from different
areas work on teams. This can lead to less cohesiveness when consistently divergent
views and values are interjected into the team (Simsarian-Webber, 2002).
For several decades, the study of team diversity has produced an abundance of
literature, primarily illustrating how demographic differences, such as gender, ethnicity,
and age for example, affect team functioning (Joshi & Jackson, 2003). These important

aspects of team diversity will become significant in terms of team functioning and
organizational performance. By the year 2010, for example, it is predicted that women
will account for 50% of the workforce, while Hispanics and African-Americans will
account for another 24% (Orlando et al., 2003). In healthcare, the nursing and patient
care occupations are fairly dominated by females. Quite predictably, the level of gender
diversity as well as occupational diversity, with the myriad professions working in multifunctional patient care teams, may lead to difficulties with team functioning (Alexander
et al., 1997).
Visible diversity is described as the surface characteristics associated with
observable differences of members of teams.

These surface characteristics are

differentiated with respect to how individuals perceive their differences from each other
in terms of age, gender, and ethnicity as opposed the diverse composition of a group
(Hobman, et al., 2004). Most organizational efforts have focused on efforts to convince
managers to value diversity. "Two things missing in the literature to date, however, are a
clear analytical foundation and a framework for organizing the evidence on how diversity
per se, or organizational processes set in motion by increased diversity and efforts to
manage it, relate to organizational effectiveness," (Orlando et al., 2003, p. 265).
Management scholars have largely overlooked the emerging changes in the workforce
and have assumed that diverse groups would assimilate into the workforce with little real
regard for the effects on organizational or team performance (Orlando et al., 2003).
Divergent views have emerged about diversity and work teams. Some research
points to the potential for improved organizational performance when diverse individuals
are present in the team environment. This potential comes in many forms and those

potentials include utilizing the diverse team members' range of diversity with effective
problem solving requiring broader perspectives (Hickman & Creighton-Zollar, 1998).
Research on diversity in organizations indicates that as globalization has become more
prevalent, U.S. firms have openly acknowledged how diversity will enhance
organizational performance (Hickman & Creighton-Zollar, 1998; Saloman & Schork,
2003). Top leadership at Merck, Dow Corning, and SC Johnson for example, infer how
innovation, hidden talent, and diverse perspectives contribute to the bottom line and can
lead to a competitive advantage (Saloman & Schork, 2003).
Even though diverse perspectives, values, and occupations are reported to provide
innovation and performance improvements, "differences between individuals can create
barriers to effective team processes" (Simsarian-Webber, 2002, p. 201). Furthermore,
"the greater the diversity, the less cohesiveness there is in the work group. This is
because consistent interaction with outsiders to the team and their divergent views and
values produce increased conflict within the team, resulting in less cohesion" (SimsarianWebber, 2002, p. 201). Team work should be approached with careful planning (Harris
& Nibler, 2003). Pelled, Eisenhardt, and Xin (1999) infer that stereotyping and bias

among team members causes increased levels of emotional conflict within work teams.
Although somewhat outdated, the trend for companies to look to work teams for more
productivity is still a viable and important organizational goal (Cober et al., 2002).

Team Homogeneity
Research on homogenous teams offers supporting definitions of the
characteristics of team members and their similarities (Jackson et al., 1995; Egan,
O'Reilly & Tsui, 1992; Earley & Mosakowski, 2000). Essentially, a homogenous team is

one made up of members with perceived commonalities (Earley & Mosakowski, 2000).
A highly homogenous team is defined as "one in which all members perceive themselves
as sharing key salient characteristics" (Lau & Murnighan, 1998, p. 325). Most literature
on the subject of demography and work teams indicates that people of highly similar
demography tend to relate more positively in terms of communication and thus, team
functioning becomes more effective (Alexander et al., 1996). Because of their comfort
with each other, members of demographically similar or homogenous groups tend to
band together (Alexander et al., 1996). Nevertheless, it is noteworthy that "the efficiency
gains that employers experience from homogeneous work teams are largely short term"
(Carbado & Gulati, 2003, p 1757). Still, the benefits to managers who strive to reach
their targets are more easily re'alized by encouraging the formation of homogenous teams
(Carbado & Gulati, 2003). Although homogenous teams are productive in the short term,
long term organizational performance may be negatively affected (Sethi, 2000). The
need for further empirical investigation about productivity and team homogeneity seems
evident.

Team Heterogeneity
Research on heterogeneous teams reveals varying outcomes depending upon the
definition of the team members' attributes. Team heterogeneity had opposite effects on
performance depending on the measure of heterogeneity selected.

For example,

heterogeneity of experience negatively affected performance while heterogeneity in years
of education positively affected performance" (Hyland et al., 2001, p 198). A sense of
isolation or lack of social integration is assumed to be a cause for negative team
functioning (Milliken & Martins, 1996). Thus, team heterogeneity can be seen as a

double edged sword; on one hand it can bring innovation and creativity, yet, the
maintenance of such heterogeneous teams can be a costly and tumultuous endeavor
(Drach-Zahavy & Somech, 2002).
Management of heterogeneous work teams has been examined from various
contexts, which consider variables such as conflict, work groups effectiveness, and
performance (Ayoko & Hartel, 2006; Jehn et al., 1999). The management of conflict in
heterogeneous teams is theorized to be the most challenging task facing managers in
organizational contexts of varying types (Jehn et al., 1999). The challenge for managers
at all levels is to understand how to explore the creative efforts of diverse team members
as well as the limitations associated with heterogeneous teams (Baugh & Graen, 1997).
Because of the nature of heterogeneous teams, (diverse views, varied opinions, and
broader knowledge base) the literature suggests that heterogeneous teams have a potential
for more effective long term performance (Carbado & Gulati, 2003; Hyland, et al. 2001;
Kim, 1999). The potential benefits of diversity are touted in the literature, which
suggests that although conflict and communication problems can hider effective team
functioning, understanding the nature of diverse team interaction and the associated
processes are crucial to team success (Jehn et al., 1997; Lichtenstein et al., 1997).

Perceived group openness to diversity. The construct of perceived group

openness to diversity was categorized into three dimensions, visible differences,
informational differences, and values differences by Hobman et al. in 2003.

In 2004,

Hobman et al. hypothesized that perceived values, visible and informational

dissimilarities would produce negative outcomes on work group involvement.

A

quantitative, non-probability sampling plan included 452 nurses from four departments of

a large medical center. The survey was conducted in two parts. Part 1 was for the
purpose of obtaining information about perceived dissimilarity and group openness to
diversity, work group involvement, and other work-related measures. Part 2 of the survey
was part of a larger survey as part of another study (Hobman et al., 2004). The mail
survey had an effective response rate of 43.5% for time 1 and 26% at time 2. The survey
measured perceived dissimilarity, perceived group openness to diversity, and other work
related measures. Confirmatory factor analysis validated the instruments and inferential
and descriptive statistics as well as multiple regression analysis explained relationship.
The results showed support for the hypothesis that perceived visible and informational
dissimilarity had a negative effect on work group involvement. Perceived dissimilarity
was negatively related to work group involvement while openness to diversity was
positively related to work group involvement. Results contradicted previous research that
identified perceived and actual values differences as the most potent and consistent
antecedents of conflict (Jehn et al., 1997, 1999). Low work group morale and reduced
social integration when compared with demographic differences were significant factors
affecting team conflict (Hobman et al., 2004). A limitation and possible explanation for
the contrasting results could be attributed to the sample of predominantly female nurses.
Future empirical research conducted with a more heterogeneous group of may be more
generalizable to a broader population of hospital organizations.

Organizational tenure. Organizational tenure is defined as the amount of time an
employee spends in a particular organization or profession. In a correlational and
comparative study of team integration in the mental health setting of the Veterans
Administration hospital system, Alexander et al. (1997) hypothesized that "as the mix of

organizational tenure represented on an interdisciplinary team increases, the level of
perceived team integration will decrease "(p 413). There were 1,004 individuals working
in 105 teams at 29 Veterans Administration, mental health in-patient units. Hierarchical
linear modeling (HLM) was used to analyze within team variances as well as between
team differences (Alexander et al. 1997). Their study shows evidence that homogeneity
in team member tenure was positively associated with team functioning (Alexander et al.,
1997).
The study was limited, however, in that is was conducted in a Veterans
Administration Hospital where length of employment was affected by human resources
policies and labor union contracts inherent in the government hiring and retention
structure (Alexander et al., 1997). Results supp'orted the notion that heterogeneity of
tenure was negatively related to team performance in Veterans hospitals; however,
empirical studies in other hospital systems may yield different results. Future empirical
study is needed for CFTs in settings other than government hospitals or other
organizational settings (Alexander et al., 1997). Team tenure is described as the amount
of time a person spends in a particular department or team and is reported as having more
of an impact on work group processes than age, gender, and race, which can lead to
strong perceptions about team functioning (Pelled et al., 1999). It has been reported to
produce negative group interactions weaken over time as group members gain more
insight into members' attitudes, beliefs, and values (Pelled et al., 1999). These changes
over time are consistent with Allport's (1954) social contact hypothesis, which states that
social contact results in positive group outcomes.

Alexander et al. (1997) suggested that team tenure results in terms of how
individuals becoming more cohesive over time in a particular position and in the
organization. However, a differentiation is made between the two variables when people
are placed in teams. Members with similar lengths of tenure on the team tend to be more
effective when placed on teams with people with similar tenure (Alexander et al., 1997).
Contrary to previous reports, no evidence was found to conclude that extended time in a
team reduced the negative effects of member dissimilarity (Hobman et al., 2004).

Occ~lpationalDifferences
Hospital Employees
One worthy definition of occupational differences in healthcare organizations was
defined by Lichtenstein et al. in 2004. They posit that .two sets of groups are found in
organizations: "identity groups (groups of similar age, sex, or race) and organizational
groups (groups of similar occupation, department, or tenure" (p. 322).

The term

"occupational difference" refers to the differences between various occupations typically
found in hospitals in which CFT members are assigned (Hamrnond et al., 1999). It is
important to consider how different occupations interact in the hospital environment
since members of hospital cross-functional teams include nurses, clinicians, physicians,
administrative managers and other occupations. Degeling et al. (1998) propose that
hospital employee attitudes about values and their subsequent behaviors are influenced
by their occupational roles. The combination of different occupations on hospital CFT's
can lead to decreased cohesion, lack of cooperation and decreased organizational
efficiency due to role confusion and varying perceptions (Hammond et al., 1999). It is
also reported that higher level professions can experience less negativity under certain

organizational conditions than staff with lower status positions (Martin, Jones, & Callan,
2006).
Lichtenstein et al. (2004) conducted a correlational, secondary research study
using structural equation modeling to test a theoretical model that both tenure and
occupational rank had a positive influence on team member functioning between identity
groups and organizational groups in hospital ClTs and job attitudes. In their study,
previously collected data from 1994 and 1999 included 29 Veterans Administration (VA)
hospitals and a sample size of 860 treatment team members from 62 inpatient units and 45
outpatient units. Results supported most of the hypotheses and also supported Alderfer's
conclusions that power issues and organizational issues outside the context of the CFT
will manifest within the team. In addition, the authors found evidence that physicians
hold an uneven balance of power in the team setting, not only because of expertise and
training, but because of the structure of healthcare delivery. Recommendations for future
research include examination of status characteristics, social interactions, reward,
selecting teams based on competencies rather than occupational categories would affect
CFTs performance (productivity and quality of care) (Lichtenstein et al., 2004).
Unlike other industries such as manufacturing or retailing, healthcare
organizations operate under specialized licensures and utilize professions which are
heavily regulated by various governmental and local agencies (Alexander et al. 1997).
Nurses and physicians with their myriad of specialties, and the broad array of
management and support positions, all contribute to the mix of complex CFT functioning
dilemmas. Bringing nurses and physicians together in an organizational team setting may
mean dispelling paradigms related to the perceptions of the two professions. Describing

the relationship of nurses and physicians for example, Alexander et al. (1997) described
poor relationships between healthcare workers, including nurses and physicians as a key
variable affecting job related problems and dissatisfaction (Alexander et al. 1997). One
misconception may be that the perception of the nurse's role is that of provider of care at
the direction, and only at the direction, of the physician. Yet, regardless of the expertise
of the physician in terms of directing the patients' care, the nurse spends immense
amounts of time with the patient as compared to the physician and has unique role
responsibilities. The caring treatment involves rendering care in ways physicians seldom
see and the benefits to the patient extend beyond the scope of simply diagnosing and
prescribing care (Davidson, 2001; Quindlen, 1994). Alexander et al. (1997) note that the
health occupations are quite hierarchical, with wealth, power, and status concentrated
among physicians.

Nurses
The interdisciplinary nature of healthcare delivery has relied upon the
collaboration of nurses and physicians as the primary care givers.

Improving

communication and cohesion between these occupational groups may help hospitals
increase their patient care performance goals (Deeter-Schmelz & Kennedy, 2003; Gent,
et al. 1998).
Theoretical literature on nurses and their work attitudes indicate a strong
commitment to quality patient care, which nurses and nurse managers attribute to the
emergence of stringent managed care doctrines (Apker, 2004). Organizational changes
spurred by the impact of managed care can also cause a great deal of role ambiguity,
which in turn may cause many nurses to show a high level of dissatisfaction resulting in

the intent leave their current employment or change their career (Apker, et al. 2003). The
intent to leave a particular hospital becomes more prevalent in light of increased
emotional exhaustion (Apker, 2003). The nurse-physician relationship is, and has been
for some time, a source of job-related stress and anxiety for nurses" (Cangelosi,
Markham, & Bounds, 1998, p. 25).

Cangelosi and colleagues (1998) conducted a

correlational study using questionnaires to survey nurses at six hospitals ranging in size
from 100 to 150 beds to explore the factors affecting nurses and their decision to stay or
leave a particular hospital. There were 258 effective responses and data were analyzed
Spearman's rank correlation analysis. The results of the study show evidence that job
related stress has a strong influence on nurses' job dissatisfaction and intent to leave. The
authors of the study recommended that hospital managers search for ways to improve
satisfaction, including increased communication between nurses and physicians about job
functions and team approaches to healthcare (Bounds et al. 1998). External validity
threats resulted from a small segment of the hospital environment.

Physicians
The current trend in healthcare, which has evolved over the last 10 to 15 years, is
for physicians to become full time employees in a hospital or hospital system. Referred
to as a "hospitalist", physicians in the demanding managed care environment controlled
by health maintenance organizations (HMO) are doctors who work in hospitals rather
than in independent practice (Hoff, 2003; Hoff, Whitcomb & Nelson, 2002). This change
in physician perspective and shifting of organizational structures challenges current
occupational relationships in the hospital environment (Hoff, 2003).

Literature on

physicians theorizes autonomy as possibly the key variable influencing physician

behavior in any of their traditional environments-private

practice, hospital employment

or a combination of both (Hoff, 2003; Hoff et al., 2002; Meyer & Tucker, 1992).
Increasing team development may create a challenge in terms of integrating the physician
into the mix of CFT dynamics. Physicians may well believe that the patient is totally
reliant on them and, as such, they may seem to take the sole responsibility for patient
outcomes. This sense of responsibility can lead to disruptive behavior and may also be
one of the reasons that conflict arises between physicians and nurses and others who also
feel a similar sense of responsibility for patients and the hospitals performance outcomes
(Dempsey & Larson, 2004).
Empirical studies examine physicians in terms of both physician burnout and how
the physician as an employee (hospitalist) integrates into the hospital organization (Hoff,
2002). Psychological research offers strong evidence that it is the individuals' perception
of situations, more than anything else, which shapes their attitudes and behaviors" (Hoff,
2002, p 72).
Among other variables, Hoff (2002) examined the impact of social integration as
a key variable affecting the intent of physicians to stay in their role. In their qualitative
study, an 87 item, self administered survey was mailed to the entire membership of 820
physicians across the United States in 1999. The effective response rate of 48% was
similar to other favorable studies of physician groups (Hoff, 1999; Hoff et al., 2002).
Social relations were operationalized relevant to the physician experience with the coworker team. A grounded theory approach was used to analyze over 1,000 pages of
double spaced text taken from recordings of interviews and observations. Analysis of the
coding was aided by the Atlas ti qualitative analysis tool. In terms of adaptation, the

authors found that, "physician-employees, as a group of workers, do not display the
flexible, adaptive capacity that allows them to re-orient their expectations and respond in
a timely manner to the new realities of their workplace" (Hoff, 2003, p 75). It was noted
that the most important observation gleaned from the study was that the physicians'
social integration into the work environment must be considered in a broader context;
taking into consideration social networks and relationships (Hoff, 2002).

Hospital Managers
Literature on CFTs and management involvement discusses role clarification.
Research on industrial psychology conducted by Oren (1995) concluded that a key
variable that is often missed in the literature is the accuracy of management role
perception. The "new role" of the supervisor in the team environment as facilitator and
coach rather than supervisor; multitasking rather than single unit responsibilities has been
proposed by Sivasubramaniam, Murry, Avolio, & Jung (2002).

In terms of CFTs, Dew (2000) cites previous research assumptions which point to
individual team members understanding of their roles and the middle managers effects on
a team based organization such as healthcare (Dew, 2000). CFTs rely to a great extent on
autonomy, yet the middle manager must clarify the role of the facilitator-previously

the

supervisor, and define team boundaries so that teams may be innovative, yet remain
within an organizational boundary (Dew, 2000).

Management of CFTs may need to

focus on a goal based approach where team members set their own sub-gods. This
approach allows creativity and innovation while still remaining within the organizational
framework (Kakabadse & Sheard, 2004). The use of teams in organizations raises issues

with regard to the impact on management practices and organizational structures
(Sivasubramaniam et al., 2002).
Although leadership and teams have been empirically examined in their own
contexts, the influence of leadership is one aspect of team performance which has been
largely neglected in the literature. This suggests an important goal for further research in
the area of leadership influence on team performance (Klimoski & Zaccaro, 2002).
In their correlational study of leadership and the effects on team potency using
structural equation modeling, Sivasubramaniam et al. (2002) supported their hypotheses
that teams who rated themselves high in terms of transformational leadership had higher
levels of group performance. The longitudinal study of undergraduate students majoring
in business at the beginning and end of the term had a non-random, convenience data
producing sample of 155 participants representing 41 groups. The authors used the Team

Multi-Factor Leadership Questionnaire (TMLQ) developed by Bass and Avolio (1994).
Their study concluded that "team transformational leadership positively related to
potency.

Another hypotheses proposing that group potency would predict group

performance, was strongly supported (Sivasubramaniarn et al., 2002). The authors
emphasized that appropriate leadership positively impacts team performance.
Limitations to the study related to weakness in external validity and use of students.
Areas for future research include appropriate team selection and selection of constructs
other than the multi factor model leadership used in their study. The collective leadership
characteristics of high-performing teams are similar to transformational leadership
characteristics of "leaders in organizations who inspire followers to achieve the highest

levels of commitment and performance" (Sivasubramaniam et al., 2002, Summary
section, para. 12).

Team Cohesion
The growing reliance on CFTs in the hospital environment has led to a closer
examination of the effects of team cohesion on organizational performance (Dreachslin,
Hunt, Sprainer, & Snook, 1999). Adding to the study of managerial science and more
specifically to hospital operations, cohesion is defined in terms of patient care teams
functioning at a desired level to improve patient satisfaction. There is little to link CFT
performance and cohesion in the literature and the study of cohesion tends to focus on
performance rather than on factors that create cohesion (Michalisin, Karau, and
Tangpong, 2007). ~esearcheistend to agree that cohesion in groups and teams leads to
improved efficiency, yet there is much debate about a suitable definition. For example,
Mudrack (1989) researched the history of cohesion and determined that it "has been
dominated by confusion, inconsistency, and almost inexcusable sloppiness with regard to
defining the construct" (p. 45).
Despite the confusion in the literature with regard to a consistent definition,
cohesiveness is proposed to foster improved team performance in that cohesive teams
may out-perform less cohesive teams in certain contexts (Wright & Drewery, 2006).
Carron (1982) defined the role of cohesion in health care teams as "a dynamic process
which is reflected in the tendency for a group to stick together and remain united in the
pursuit of its goals and objectives" (p. 124). Shaw (1981) described cohesion as teams
whose members who are attracted to the team, united in their efforts and thus, perform at
higher levels. Other definitions offer similar concepts such as forces--emotional, sense

of identity-that

align team members to each other as well as to the team (Wright &

Drewery, 2006). Teams may be less cohesive when consistently divergent views and
values are interjected into the team, thus, diversity management strategies should include
a more balanced organizational power structure (Simsarian-Webber, 2002; Mollica,
2003).
Team cohesion literature generally agrees on several key constructs, which
influence outcomes. Task, social, and conflict theories dominate the literature and
subsequent studies (Deeter-Schmelz & Kennedy, 2003; Treadwell et al., 2001; Jehn et al.,
1999). Stereotyping and bias among team members may cause increased levels of
emotional conflict within work teams and thus lead to poor communication and decreased
cohesion (Pelled, Eisenhardt, &

in,

1999). Diverse groups with different cultural

perspectives may see the ideas of others as contrary to their own beliefs and values (Jehn
et al., 1999). As teams are formed and social boundaries develop, relationship conflict
often causes negative outcomes in terms of performance (Pelled et al., 1999; Jehn et a].,
1999). It is suggested that "relationship conflicts, which are often caused by social
category diversity, can negatively influence group outcomes" (Jehn et al., 1999, p. 741).
Although cohesion has been the subject of numerous empirical studies, there is
limited research about cohesion in the hospital environment related to CFT's. For
example, Treadwell, Lavertue, Kumar, and Veeraraghavan (2001) examined perceived
group cohesiveness among college students, in eight psychodrama group classes, a
convenience non-probability sample.

This psychometric study resulted in the

development of the Group-Cohesion Scale-Revised (GSC-R). Findings revealed the
ability of the GSC-R to detect changes in cohesion, which led to the conclusion that

group cohesion is a "state" rather than a "trait. Not only can the GSC-R track cohesion at
a point in time, it can track changes during stages of group development, and information
can be "used to bring about changes in the way the group members interact with each
other, with a view to improving team work and morale". .. "Although cohesiveness is
generally regarded as beneficial to group functioning, it is sometimes desirable to
decrease cohesiveness in order to promote productivity" (Treadwell, 2001).

It is

suggested that measuring cohesiveness at varying levels of team development can
improve understanding about how to increase team productivity (Treadwell, 2001).
Empirical research about CFT cohesion has examined the role of cohesion in
relation to patient outcomes in the healthcare environment (Deeter-Schmelz & Kennedy,
Using structural equations modiling, Deeter-Schmelz and Kennedy (2003)

2003).

conducted a correlational study about antecedents and consequences of cohesion and
relationships between high levels of cohesion and improved patient care delivery. The
non-random purposive sample from one 900 bed medical center in the Southeast US were
427 members of cross-functional teams of care providers which included registered
nurses as well as members who were cross trained to take x-rays and blood tests.
The majority (82.7%) of the participants were female. The study participants
were also categorized by age and tenure while the teams were categorized in relation to
team size and length of time together as a team. Cohesion was measured using a five
point, semantic differential scale and the results of the study reveal a strong relationship
between cohesion and the performance outcome, quality of patient care. Evidence of a
plausible factor structure was supported through statistical tests and goodness-of-fit
indices.

The results of the study show a direct and positive relationship between the

independent variables in the study on cohesion and patient care, and subsequent patient
satisfaction (Deeter-Schmelz & Kennedy, 2003). The study results are important because
they provide insight into variables such as team training, adequacy of pay and willingness
to work on a team. These variables are controllable by the organization and as such offer
valuable information. Because of the non-probability, purposive sampling plan, external
validity threats related to limitations to the study include lack of generalizability of the
results to other organizations in healthcare. Internal validity weaknesses related to the
exclusion of other critical variables found in the health professions such as professional
competence and commitment to professional standards which are areas to consider in
future empirical studies in the healthcare environment (Deeter-Schmelz & Kennedy,
2003). It is important to understand how health the teams function and in particular, the
background leading to past research and subsequent outcomes of team cohesion are
critical to developing effective teams (Treadwell, et al. 2001; Deeter-Schmelz &
Kennedy, 2003). "Future research should continue to examine empirically constructs
related to quality of patient care and team performance as more organizations devote
resources to this promising managerial tool" (Deeter-Schmelz & Kennedy, 2003).

Team Outcome Effectiveness
Teams are challenged to meet the needs of an organization in terms of delivering
products or services and doing so effectively (Wageman, 1995). The hypothesis that
teamwork is more effective in accomplishing organizational goals than individual
performance has been the subject of a significant amount of research over the past two
decades (Wageman, 1995).

Team effectiveness has been examined from various

organizational contexts where managerial influences, organizational resources as well as

perceptions of positive social interactions within the work group are cited as important to
team effectiveness (Campion, Medsker, & Higgs, 1993). Support for this perspective is
provided by Parris and Vickers (2005) who propose that team expectations and actual
team outcomes differ in terms of team member perceptions-or

what the members are

led to believe about the their colleagues. Thus, consistent with a growing body of
research, diversity appears to be part of a broader set of interrelated organizational
processes and variables. For example, task interdependence and the proposition that task
input and output are indicators of team effectiveness have been investigated to reveal that
a congruence of the interdependencies occurs over time, even in the face of diverse
perspectives (Hobman, et al., 2004; Wageman, 1995).
n , Schwab (2003) conducted a quantitative research
Gibson, ~ e l i m e r - ~ r u h and
study about team effectiveness in multinational organizational settings. The focus of the
study was to develop a measurement system to evaluate the effectiveness of teams on
several constructs which would be able to be completed by team members, leaders, and
customers across cultures. Discussing the basis for their research, Gibson et al. (2003)
drew upon previous work which examined teams in terms of task design theory,
leadership theory, motivation theory, and learning theories.

Arguing that team

effectiveness theories did not adequately address the contexts in which teams are
embedded; Gibson et al. (2003) sought the development of a generalizable measurement
approach to assess team effectiveness across multiple contexts. The dimensions of team
effectiveness were derived by the authors through an inductive process, which used
interview data, bilingual testing as well as multiple constituency validation. The study
included teams who represented different areas of their respective organizations, for

example, manufacturing teams, sales teams, management teams, etc. The final interview
sample consisted 59 teams comprised of 126 individuals from the United States, France,
Philippines and Puerto Rico. The researchers worked in an inductive mode to analyze the
interview data. To determine the items to be included in the final instrument, an eightstage process was used to review, evaluate and categorize the data derived from the
interviews. In their analysis of the Team Outcome Effectiveness scale, the researchers
found that the scale identified differences among teams. The scale met their expectations
in that it was designed to be a multi-dimensional measure of team effectiveness across the
subscales; Goals, Customers, Timeliness, Quality, and Productivity. As noted in their
study, development of an appropriate measurement tool will bolster future research
efforts in terms of evaluatibn of team effectiveness.
Organizational Performance in Hospitals
The heavily regulated healthcare industry is reliant on internal processes to attain
their performance goals.

These goals are important not only from a patient care

perspective, but also from a business perspective in terms of receiving government
finding such as Medicare. Measurement of hospital performance has been the subject of
debate about differing methodological approaches across the United States (US)
(Sundstrom, 1999). Nevertheless, important goals for healthcare administrators have
evolved to include market share, patient safety, and financial performance, which are
now commonly recognized as critical performance metrics in hospital operations (Kirby,
2005; Young, Charns, & Shortell, 2001).
The coordinated actions of different individuals with team responsibilities
performed in a synchronized manner leads to effective performance (Sundstrom, 1999).

"Team members have specific and often unique roles, and their performance of these
roles directly influences collective success. To succeed, then, the team as a whole needs
to integrate the accomplishment of these roles" (p. 4). The concept of synchronized
efforts was supported by Klimoski and Zaccaro (2002) who proposed that team
performance may not be effective when team members fail to synchronize their
individual capabilities in an effective manner. Team performance is positively related to
the effort of individuals performing as members of a single unit to accomplish a desired
outcome (Deeter-Schmelz & Kennedy, 2003). According to Deeter-Schrnelz & Kennedy
(2003) the accomplishment of these outcomes requires that the team functions
cohesively.
The Joint Commission 0;~ccreditation of Healthcare Organizations (JCAHO), a
non-for profit organization, was given authority by the Social Security Administration in
the mid 1960's to oversee quality requirements for eligibility to receive Medicare
reimbursements from the Federal government. The Centers for Medicare and Medicaid
Services (CMS) actually ensures that JCAHO sets rigorous compliance standards for

hospitals to qualify for the reimbursements.

Since, over one-third of U.S. health

expenditures are distributed through CMS programs; nearly all of the approximately
6,200 hospitals in the US have sought accreditation through JCAHO (Large & Sear,
2005; Bohara & Moffett, 2005). Although the issue of regulation and compliance for
hospital performance is one which seems important to society in the US, few studies have
been conducted in this area of research.
JCAHO surveys focus on quality care and assign scores ranging from 1-5 for
compliance in specific performance areas. For the purpose of this study, the area of

concern with regard to performance is the Management of the Environment of Care (EC).
This performance measure is sub-divided into four categories, which include: Design of
the Environment, Implementation of Safety Plans, Social Environment and Monitoring
Safety Plans (JCAHO Quality Check, 2006).

Besides the regulatory oversight provided by JCAHO, most states have local
regulatory agencies, which also ensure compliance and eligibility for Medicare and state
funding. In Florida, the Agency for Healthcare Administration (AHCA) assumes this
function. Hospitals in south Florida submit data that helps consumers compare shortterm acute care hospitals, ambulatory (outpatient) surgery centers, and health plans.
AHCA then prepares reports for consumers and hospitals on the Florida Compare Care
Internet website (AHCA Compare care; 2006).
As hospital administrators pursue a strategy to meet regulatory guidelines, they
must also remain vigilant in terms of resource utilization and patient flow. Average
length of stay (LOS) is a measure used by hospitals as a benchmark for resource

utilization (consumption) and efficiency (output), (Vasilakis & Marshall, 2005). LOS is
the amount of time a patient stays in the hospital for a particular condition where a cost is
attached by an insurance provider or the Federal government through programs such as
Medicare (Large & Sear, 2005). Thus, it is contingent on the hospital to perform
effectively and efficiently in order to stay as close to the prescribed LOS as possible since
deviations would result in lost revenues for periods beyond the prescribed LOS.
To test the development of performance measures in healthcare teams, DeeterSchmelz and Kennedy (2003) used three antecedents controllable by the hospital (team
training, pay equity, and acceptance of teamwork) and two performance outcomes critical

to hospital success (quality of patient care and patient satisfaction). The correlational
design included 68 patient care teams comprised of 680 team members. The effective
response rate was 62.8% while the average size of the teams was 12 members. The
study, which used the five point, Index of Work group Cohesion scale developed by Price
and Mueller (1986) revealed a strong relationship between cohesion and the performance
outcome, quality of patient care. Path analysis was used to explore how the independent
variables directly and indirectly influence the dependent variables. "Results suggest an
individual's willingness to work in a team can influence that team's ability to develop
cohesion and perform effectively" (Deeter-Schmelz & Kennedy, 2003, p.666). The
authors suggest that future research be conducted that would examine critical gaps in
team relationships in the hospital environment, including trust among team members and
commitment to professional standards.

Synopsis of the Literature
The purpose of this literature review was to explore theoretical and empirical
literature about CFTs, similarity-dissimilarity, team cohesion, team effectiveness, and
hospital performance. The literature reviewed in this analysis relates to how teams
function in different environments and how the constructs about diversity are related to
team cohesion and subsequent team effectiveness.

The majority of the literature

illustrates how occupational differences, as well as organizational contexts play a
significant role in team dynamics. The role of perceptions has evolved as a key area of
research which needs further empirical study, specifically in the healthcare environment.
The following are conclusions based on this critical analysis.

The critical issue of CFT functioning in the healthcare industry and how
individual team members view their roles and the roles of others in light of diverse
demographic characteristics inherent in teams are well established in the literature
(Hammond et al., 1999; Jehn et al., 1997; Pinto et al., 1993).

1. The constructs of perceived openness to diversity and similarity-dissimilarity are
fairly well developed with significant empirical validity, utility, and significance,
and general adequacy in explaining diversity in teams (Joshi & Jackson, 2003;
Hobman et al., 2004).
2. Indications from qualitative and quasi-quantitative studies conducted on teams in
the hospital environment shows support for the theory that organizational
structures influence team functioning and cohesion (Pinto et al., 1993; Gent et al.,
1998).
3. The major variables that have been associated with team effectiveness and
performance are gender, ethnicity, and organizational contexts in which the teams
are embedded (Joshi & Jackson, 2003). Cohesion has been shown to be important
to team effectiveness of patient care teams in a number of settings (DeeterSchrnelz & Kennedy, 2003).

4. Theories about teams and diversity tend to agree that homogenous teams function
well in environments where diversity is less prevalent (Joshi & Jackson, 2003).

5. Several studies have demonstrated a relationship between actual diversity and

cohesion on team functioning (Hobman et al., 2004; Joshi & Jackson, 2003).
Individual team member willingness to work on teams and team training were
found to be positively related to team cohesion, while pay equity was not

significantly related to cohesion and performance (Deeter-Schmelz & Kennedy,
2003).
6. The importance of team functioning in the hospital environment was illustrated in

several studies, which showed evidence that occupational differences and social
status among health professionals can affect team performance (Alexander et al.,
2004; Lichtenstein & Alexander, 2000).

7. Psychometrically

sound

instruments

measure

(1)

diversity (Perceived

Dissimilarity and Perceived Group Openness to Diversity scales) (Hobman et al.

(2004); (2) team cohesion (Index of Work Group Cohesion (Price & Mueller,
1986), and (3) team effectiveness (Team Outcome Effectiveness scale) Gibson et
al. (2003).
Theoretical work on CFTs in industries other than healthcare illustrates the
importance of considering diversity and team cohesion (Jehn et al., 1999; Kirchmeyer &
McLellan, 1991; Kumar et al., 1993). Other literature on CFTs in healthcare brings forth
the organizational aspects of team dynamics and the influence of departmental structures
on CFT performance (Preston, 2005; Deeter-Schmelz & Kennedy, 2003; Huq & Martin,
2000). Literature on healthcare professions indicates that nurses continue to hold a
secondary role in the healthcare arena. Lack of confidence and stress, often referred to in
the literature as being caused by physician nurse relationships, tends to result in lack of
cohesion between nurses and their supervisors, and between nurses and physicians
(Daum, 1993). Since hospital performance is directly related to the care of the patient,
inclusion of the physician into the operational aspects of patient care facilitated by CFTs

has been reported in the literature as important to overall hospital performance (Dempsey
& Larson, 2004; Hoff et al., 2002).

The literature about diversity-homogeneity

and heterogeneity, and similarity-

dissimilarity are somewhat intertwined, leading to varying assumptions about team
diversity. In 1987, Alderfer explained that the theory of embedded inter group relations,
for example, was appropriate for establishing a framework from which to examine the
roles of various occupations in the team environment (Lichtenstein et al., 2004). While
other researchers theorize about the concept of social categorization (Baugh & Graen,
1997), the concept of perceptions of visible, values, and informational diversity, as well
as organizational demographics offer additional frameworks from which to examine team
diversity (Hobman et al., 2004; Joshi & Jackson, 2003).
Task, social, and conflict theories, tend to dominate the literature about team
cohesiveness (Deeter-Schmelz & Kennedy, 2003; Treadwell et al., 2001; Jehn et al.,
1999). Although literature about cohesion reviews diversity and cultural differences, as
well as conflict theories associated with negative team outcomes, there is little review of

similarity-dissimilarity in relation to both diversity and team effectiveness. This leaves an
important gap from which to explore the impact of team cohesion on hospital
performance, and to explore whether diverse members have an effect on team
cohesiveness, effectiveness, and performance of hospital KPIs.
The actual similarity-dissimilarity questionnaire developed by the researcher uses
an adaptation of Hollingshead's Educational Scale. The modification is assigning higher
scores with higher levels of educational attainment. Exploratory factor analysis needs to
be conducted to establish validity of the instrument. Empirical testing through case

study, qualitative and quasi-quantitative study of the CFT shows evidence to support the
theory that cohesion and organizational structures can influence CFT performance in
hospitals (Pinto, et al. 1993; Gent, et al. 1998). Other empirical works were limited in
that they examined CFT functioning in mental health settings and Veterans
Administration hospitals (Lichtenstein et al., 2004; Alexander et al., 1996; 1997; 2002).
Generalizations from these studies may not be reliably duplicated for the public and
private profit and non-profit hospitals, which represent the majority of healthcare delivery
in the US.
Several studies show evidence that longevity in the organization as well as tenure
in the particular profession, are negatively related to both team cohesion and performance
in the mental health setting at Veterans hospitals (Alexander et al., 2002; Kuo, 2004).
Indications from qualitative and quasi-quantitative studies conducted on teams in the
hospital environment shows support future scholarly inquiry into team functioning (Pinto
et al., 1993; Gent et al., 1998).
Based on analysis of the literature related to similarity-dissimilarity, cohesion,
effectiveness, and hospital performance, it seems apparent that little if any empirical
study has adequately addressed the gaps about hospital performance and CFTs. Thus, it
is recommended that a correlational (explanatory) and comparative (exploratory) online
survey research design be used to examine the relationships among similarity-

dissimilarity, perceived group openness to diversity, team cohesion, and team
effectiveness of hospital cross-functional teams, and organizational performance (KPIs).
The theoretical framework that will guide this study about CFTs and hospital

performance is based on the similarity-attraction, dissimilarity-repulsion hypotheses,
social and conflict theories about diversity, and team effectiveness theories.

Theoretical Framework
CFTs have grown in prominence over the last 20 years in both service and
manufacturing industries. In the hospital environment, CFTs are being utilized by
administrators to accomplish patient care goals in addition to contributing to overall
hospital performance (Lichtenstein et al., 2004).

Inter-functional differences or

differences between various occupations, as well as stereotypes and biases held by
individual members of different functional areas can negatively influence CFT
performance (Sethi, 2000). Conflict between diverse team members is also seen as
another cause of problems associated with CFT cohesion and organizational performance
(Sethi, 2000; Deeter-Schmelz & Kennedy, 2003).

Cross-Functional Teams
The use of teams in the workplace has increased markedly over the past twenty
years (Guzzo, 1996); the complex nature of healthcare systems and the increasing
demands for effective healthcare delivery has created a challenge to the development and
performance of CFTs in the hospital environment. CFTs are described as made up of
members from different functional areas of an organization including line workers,
managers and both technical and non-technical employees (Sethi, 2000). Members of
hospital CFTs, much like members of other organizational teams, strive to meet
organizational goals through a shared team mission (Farr-Sly, 1997; Deeter-Schmelz &
Kennedy, 2003).

CFTs are used extensively in the hospital environment where they reach acrossfunctional boundaries in an effort to meet the rising demands for quality patient outcomes
and patient satisfaction (Bak et al., 1994). Because of their ability to incorporate broad
ranging skills in the hospital environment, CFTs hold promise for improved patient
outcomes and increased organizational effectiveness and performance (Gent et al., 1998:
Lichtenstein et al., 2004). Additional investigations about Patient Care Teams (PCT's) in
the hospital environment illustrate the difficulties faced by various professional
occupations in terms of communication and subsequent cohesion (Preston, 2005; DeeterSchmelz & Kennedy, 2003; Huq & Martin, 2000). While PCT's are cited as having
difficulties with cohesion, other forms of CFT such as project teams have been cited as
showing greater promise because they bring to bear diverse views on difficult probleks
in an effective manner to achieve team goals (Simsarian-Webber, 2002; Gent et al.,
1998).

Previous empirical investigation shows that improved communication and

diversity management can have a positive effect on complex team interactions.

Similarity-Dissimilarity Paradigms
Two major theories guide this study are the Similarity-Attraction Hypothesis
developed by Byrne and Nelson in 1965, and the Dissimilarity-Repulsion Hypothesis
developed by Rosenbaum in 1989. The literature on similarity-attraction theory infers a
positive relationship between similarity and attraction. In 1965, Byrne and Nelson
proposed that the greater the similarities between individuals the greater the attraction
while dissimilar attitudes produce repulsion (Ramdhar & Soo, 2000). In contrast, the
dissimilarity-repulsion theoretical model posits that only dissimilar attitudes influence
attraction and as a result, leads to repulsion between dissimilar individuals. In 1986,

Rosenbaum proposed a repulsion interpretation for the similarity-attraction relationship
which infers that dissimilar attitudes influence attraction by leading to repulsion and that
similar attitudes are inconsequential for relationship development (Singh & Tan, 1992;
Singh & Teoh, 1999; Ramdhar & Soo, 2000). The major proposition of the similarityattraction paradigm is that individuals who possess similar characteristics and personal
attitudes as well as similar values, are more likely to develop more productive
relationships with similar others (Williams & O'Reilly, 1998). Mor-Barak and Cherin
(1998) proposed that dissimilarity is associated with more negative attitudinal and
behavioral outcomes and that dissimilarity is likely to be negatively related to work group
involvement because "dissimilar people are often excluded from important 'networks of
information and opportunity'" (p. 50).

Actual and Perceived Similarity-Dissimilarity
Actual dissimilarity refers to the visible differences between individuals in terms
of their demographic profiles. Individual team members who are different on visible
attributes such as age, gender and ethnicity are less socially attractive to other team
members, which may lead to negative social interaction such as being excluded from
team interactions and discussions (Williams & O'Reilly, 1998). Perceived dissimilarity
refers to the feelings of team members in terms of their perceptions of team interaction
based on visible, values, and informational attributes. Perceptions of visible dissimilarity
refer to feeling visibly different from other group members. Values dissimilarity refers to
differences in work standards that guide behavioral choices when approaching tasks.
Informational dissimilarity refers to differences from other group members on
characteristics such as professional background, tenure, and work experience

(Chattopadhyay, 1999; Harrison et al., 1998; Jehn et al., 1997, Jehn, Northcraft, & Neale,
1999; O'Reilly, Chatman, & Caldwell, 1991; Dose, 1997; Hobman et al., 2004).
Perceived Group Openness to Diversity

A framework that examined antecedents of conflict, morale, and social
integration in terms of demographic differences led to additional studies about
perceptions of openness to diversity (Jehn et al. 1997, 1999; Harrison et al., 1998, 2000).
Hobman et al. (2004) describe perceived group openness to diversity in terms of team
member observations about receptiveness to visible, values, and informational diversity.
The construct is defined as people making an effort to work with people who are different
in age, gender, and ethnicity as well as those who hold different views, backgrounds, and
experiences (Hobman et ai., 2004).
CFT Cohesion

Cohesive teams have members who are attracted to the team, united in their
efforts and perform at higher levels (Shaw, 1991). Cohesive team members focus on the
pursuit of their combined goals and remain united in their efforts (Wood et al., 1998).
According to Treadwell et al. (1998), "in highly cohesive groups, productivity tends to
be better and members tend to participate readily, defend the group norms, express
hostility, feel a sense of security, influence others and be influenced, and stay with the
group" ( p. 122). Literature about cohesion explores the individual team member and
whether that person is a willing participant with positive views. Further empirical
support was provided by Deeter-Schmelz and Kennedy (2003), who found evidence to
support their hypotheses that a positive predisposition to work on teams can be an
indicator of team cohesion and performance.

Team Outcome Effectiveness
Communication and cooperation as well as perceptions of positive social
interactions within the work group are important aspects of team effectiveness (Campion
et al., 1993). In addition to communication and willing cooperation, recent studies have
reported that some common barriers to effective teamwork include poor interpersonal
dynamics, ingrained work styles, and departmental nuances associated with functional
diversity (Applebaum & Gonzalo, 2007). The question of whether a measurement
system can adequately address team effectiveness between individuals as well as across
cultural boundaries was posed by Gibson et al. (2003).

The development of a

comprehensive measurement system was the result of a study about team effectiveness
across multinational boundaries. The effectiveness of teams across cultural contexts was
evaluated on six constructs in a comprehensive survey instrument by Gibson et al.
(2003). Even though extensive psychometric evaluation was not conducted on the survey
instrument, the concept of measuring teams in this manner holds promise for future
empirical evaluation of team effectiveness (Gibson et al., 2003).

Hospital Characteristics-Types
Hospital size is primarily determined by the number of beds which the hospital is
licensed to operate. According to the American Hospital Associations facts about

Florida hospitals guide (2002), US hospitals can be classified as investor owned (for
profit), not-for profit and government. Several different types of for-profit and not-forprofit providers include hospitals-for-profit

and not-for-profit, home health care

services, psychiatric inpatient hospitals or hospital-based care units offering a broad array
of healthcare services such as cardiac care, maternity or cancer care for example

(Rosenau & Linder, 2003; Woolhandler & Hirnmelstein, 1997). According to the
National Center for Health Statistics (NCHS), for-profit hospitals are usually part of a
corporate entity whose main objective is to profit from business operations. Government
supported and or assisted hospitals operate as a not-for-profit organization serving a
specific geographical region (NCHS, 2004).

Outcomes- Organizational Performance Key Performance Indicators (KPls)
Explaining the effects of similarity-dissimilarity on team processes and cohesion,
and the resultant impact on organizational performance is the major purpose of this study.
Monitoring organizational performance in healthcare involves a myriad of complex and
often cumbersome data collection methods. This study will focus on two KPIs; length of
stay (LOS) and the Management of thk Environment of Care (EC percentile). LOS is
defined as a measure of overall hospital efficiency in terms of resource utilization
(AHCA, 2006). The EC is a measure of performance in the area of overall safety
measures the hospital delivers to the patient (JCAHO, 2006). In this study, the overall
percentage score and the percentile ranking (EC percentile) of based on the most recent
JCAHO survey will be used as the KPI for each hospital.
Hospital organizations, regardless of their size or location (characteristic) are
governed by stringent regulatory constraints. Primarily, two major bodies are responsible
for setting guidelines by which hospitals monitor and report their KPIs. JCAHO and the
Center for Medicaid and Medicare Services (CMS) are the two entities who provide
guidance, monitor regulatory compliance, and ensure that hospital organizations adhere
to policies designed to deliver effective care to patients (Rosenau & Linder, 2003; NCHS,

2004). In south Florida, hospital registration and compliance is maintained through the

Agency for Healthcare Administration (AHCA).
Based on the recommendation for future study resulting from the review of the
literature, and the theoretical framework guiding this study, research questions and
hypotheses are generated in this study about the effects of similarity-dissimilarity,

perceived openness to diversity, cohesion, and team effectiveness on CFTs and hospital
organizational performance (KPIs).

Research Questions
1.

What are CFT members' actual similarity-dissimilarity, perceived similaritydissimilarity, group openness to diversity, team cohesion, characteristics of their
organizations, team effectiveness, and organizational performance?

2.

Are there differences in CFT members' perceived similarity-dissimilarity, group
openness to diversity, team cohesion, team effectiveness, characteristics of their
organizations, and performance of their organizations according to actual
similarity-dissimilarity?

3.

Are there differences in CFT members' actual similarity-dissimilarity, perceived
similarity-dissimilarity, group openness to diversity, team cohesion, team
effectiveness, and performance of their organizations according to organizational
characteristics of hospitals with existing CFTs in South Florida?

Research Hypotheses

HI.

There is a significant explanatory relationship between actual similaritydissimilarity, and perceived similarity-dissimilarity in hospital crossfunctional teams.

HI,:

There is a significant explanatory relationship between actual
similarity-dissimilarity, and perceived visible similarity-dissimilarity.

Hlb: There is a significant explanatory relationship between actual
similarity-dissimilarity, and perceived values similarity- dissimilarity.

HI,:

There is a significant explanatory relationship between actual
similarity-dissimilarity, and perceived informational similaritydissimilarity.

Hid:

H2.

There is a significant explanatory relationship between actual
similarity-dissimilarity, and perceived similarity-dissimilarity (total
score).

There is a significant explanatory relationship between actual similaritydissimilarity, perceived similarity-dissimilarity, and group openness to
diversity in hospital cross-functional teams.
H2,:

There is a significant explanatory relationship between actual
similarity-dissimilarity, perceived similarity-dissimilarity, and group
openness to visible diversity.

H2b: There is a significant explanatory relationship between actual
similarity-dissimilarity, perceived similarity-dissimilarity, and group
openness to values diversity.
Hz,:

There is a significant explanatory relationship between actual
similarity-dissimilarity, perceived similarity-dissimilarity, and
perceived group openness to informational diversity.

H2d: There is a significant explanatory relationship between actual
similarity-dissimilarity, perceived similarity-dissimilarity, and group
openness to diversity (total score).
H3.

There is a significant explanatory relationship between actual similaritydissimilarity, perceived similarity-dissimilarity, group openness to diversity,
and team cohesion in South Florida hospital CFTs.

H4.

There is a significant explanatory relationship between actual similaritydissimilarity, perceived similarity-dissimilarity, group openness to diversity,
team cohesion, and team effectiveness in hospital cross-functional teams.
H4,:

There is a significant explanatory relationship between actual
similarity-dissimilarity, perceived similarity-dissimilarity, group
openness to diversity, team cohesion, and hospital cross-functional
team effectiveness in achieving goals.
There is a significant explanatory relationship between actual
similarity-dissimilarity, perceived similarity-dissimilarity, group
openness to diversity, team cohesion, and hospital cross-functional
team effectiveness in achieving customer satisfaction.

H4,:

There is a significant explanatory relationship between actual
similarity-dissimilarity, perceived similarity-dissimilarity, group
openness to diversity, team cohesion, and hospital cross-functional
team effectiveness in timeliness.

There is a significant explanatory relationship between actual
similarity-dissimilarity, perceived similarity-dissimilarity, group
openness to diversity, team cohesion, and hospital cross-functional
team effectiveness in achieving quality.

H5.

H4,:

There is a significant explanatory relationship between actual
similarity-dissimilarity, perceived similarity-dissimilarity, group
openness to diversity, team cohesion, and hospital cross functional
team effectiveness in achieving productivity.

H4f:

There is a significant explanatory relationship between actual
similarity-dissimilarity, perceived similarity-dissimilarity, group
openness to diversity, team cohesion, and in hospital cross functional
team effectiveness (total score).

Actual similarity-dissimilarity, perceived similarity-dissimilarity, group
openness to diversity, team cohesion, and team effectiveness of hospital CFTs
are significant explanatory variables of organizational performance (KPIs) of
South Florida Hospitals.
Hja:

Actual similarity-dissimilarity, perceived similarity-dissimilarity,
group openness to diversity, team cohesion, and team effectiveness of
hospital cross functional teams are significant explanatory variables of
hospital percentage scores of performance in the JCAHO Management
of the Environment of Care survey.

HSb: Actual similarity-dissimilarity, perceived similarity-dissimilarity,
group openness to diversity, team cohesion, and team effectiveness of
hospital cross functional teams are significant explanatory variables of
hospital percentile rankings of performance in the JCAHO
Management of the Environment of Care survey.
HSc: Actual similarity-dissimilarity, perceived similarity-dissimilarity,
group openness to diversity, team cohesion, and team effectiveness of
hospital cross functional teams are significant explanatory variables of
hospital performance in average length of stay (LOS).
H6.

Organizational characteristics, actual similarity-dissimilarity, perceived
similarity-dissimilarity, group openness to diversity, team cohesion, and team
effectiveness of South Florida hospital cross functional teams are significant
explanatory variables of organizational performance.
Organizational characteristics, actual similarity-dissimilarity,
perceived similarity-dissimilarity, group openness to diversity, team
cohesion, and team effectiveness of hospital CFTs are significant

explanatory variables of the percentage scores of performance of the
JCAHO Management of the Environment of Care survey.
H6b:

Organizational characteristics, actual similarity-dissimilarity,
perceived similarity-dissimilarity, group openness to diversity, team
cohesion, and team effectiveness of hospital CFTs are significant
explanatory variables of the percentile rankngs of performance of the
JCAHO Management of the Environment of Care survey.

H6c:

Organizational characteristics, actual similarity-dissimilarity,
perceived similarity-dissimilarity, group openness to diversity, team
cohesion, and team effectiveness of hospital CFTs are significant
explanatory variables of average length of stay (LOS).

The theoretical framework and hypotheses generated for this study are graphically
depicted in a hypothesized model (Figure 2-1) about the relationships between similaritydissimilarity on team processes and organizational performance. The hypothesized
model shows the major constructs, links them to the hypothesis and ultimately shows the
relationship among similarity-dissimilarity, team cohesion, and team effectiveness in
hospital CFTs and the effects on organizational performance (KPIs).
The hypothesized model depicts explanatory relationships for Hypothesis 1
between actual similarity-dissimilarity and perceived similarity-dissimilarity: visible
(HI,), values (HI& informational (HI,) and total perceived similarity-dissimilarity score
(Hid). For Hypothesis 2, actual and perceived similarity-dissimilarity were tested as

explanatory variables for perceived group openness to diversity: visible (H2& values
(HZb), informational

and total perceived group openness score (&).

For

Hypothesis 3, actual and perceived similarity-dissimilarity, and perceived group
openness to diversity were tested as explanatory variables for cohesion. For Hypothesis

4, actual and perceived diversity, perceived group openness to diversity and cohesion
were tested as explanatory variables for team effectiveness: goals (H4,), customers ( b b ) ,

timeliness (Hdc),quality (H4d),productivity (H4& and total score (H&). For Hypothesis 5,
actual and perceived diversity, perceived group openness to diversity, team cohesion and
team outcome effectiveness were tested as explanatory variables of organizational
performance (KPIs): Management of the Environment of Care (Hs,), Management of the
Environment of Care, percentage score (HSb). For Hypothesis 6, organizational
characteristics, actual and perceived diversity, perceived group openness to diversity,

team cohesion and team outcome effectiveness were tested as exploratory explanatory
variables for organizational performance (KPIs): Management of Environment of Care

(H6a)and Length of Stay (H6b).
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Figure2-1. Hypothesized model of CFT diversity, cohesion, team effectiveness, and
organizational performance.

Chapter II presented a literature review, theoretical framework, research
questions, hypotheses tested in this study, and the hypothesized model. The literature
review about CFTs and diversity shows little research on hospital CFTs and KPIs.
However, previous research shows evidence that cohesion is linked to organizational
performance in settings other than hospital organizations. Analysis of previous studies
found gaps, which include a narrow focus on patient care teams and a lack of
examination of similarity-dissimilarity of CFTs and the effects on performance in
hospital CFTs. Although the topic of groups and performance in hospital settings has
been studied in relation to outcomes for the team, organizational performance has not
been the focus of empirical examination.

In addition, very few empirical studies

examine in 'tact CMTs in terms cohesion, team effectiveness and ~r~anizatioial
performance (KPIs).
The theoretical framework builds upon theories and propositions about similarity
and dissimilarity brought fourth by Byrne and Nelson in 1965, and Rosenbaum in 1989
(Singh & Tan, 1992; Singh & Teoh, 1999; Ramdhar & Soo, 2000). Other theories about
perceived dissimilarity and perceived group openness to diversity proposed by Hobman
et al., (2004) provided additional constructs related to health role expectations and
cohesion. The effectiveness of teams added to the framework from which this study
considered teams on several operational constmcts, including customers, quality, and
team goals (Gibson et al, 2003).

These constructs were used to create links to

organizational performance in hospitals and three research questions were developed
from the review of the literature, and from the gaps identified therein. Six hypotheses
were developed to test critical relationships and address new areas of scholarly research.

The theoretical framework was used as a guide to examine the research questions and
hypotheses tested in this exploratory (comparative) and explanatory (correlational) study
about the relationships among similarity-dissimilarity, perceived group openness to
diversity, cohesion, and team outcome effectiveness on CFTs, and hospital organizational

performance (KPIs).

The theoretical framework and hypotheses resulted in a

hypothesized model about the relationships, which was tested in this study.
Chapter ID presents the research methods used to answer the research questions
and to test the hypothesized model about the relationships for this study. The research
design, the instrumentation, the population and sampling plan, method of data analysis
and procedures are presented for this study about similarity-dissimilarity, perceived
group openness to diversity, cohesion on cross-functional team effectiveness and hospital
organizational performance (KPIs).

CHAPTER I11
RESEARCH METHODS
The purpose of this chapter is to present the research methods that answer the
research questions and test the hypotheses about the effects of similarity-dissimilarity and
cohesion of hospital cross-functional teams on organizational performance. The
hypotheses evolved from gaps in the literature about similarity-dissimilarity, team

cohesion, team effectiveness in hospital CFTs, and performance (KPIs). Included in this
chapter is a description of the research design, the sampling plan and setting,
instrumentation, human subjects' procedures, data collection procedures, and methods of
data analysis. This chapter concludes with an evaluation of the research methods used in
this study.

Research Design
A correlational (explanatory) and comparative (exploratory) online survey
research design was used to answer the research questions and test the hypotheses in this
study about relationships between similarity-dissimilarity, team colzesion, team

effectiveness in hospital CFTs, and performance (KPIs) using purposive and snowball
sampling of CFT members in 38 south Florida hospitals. In addition to an online survey,
publicly available secondary data obtained through the Joint Commission on
Accreditation of Healthcare Organizations (JCAI-IO) and the Agency for Healthcare
Administration (AHCA) was used to measure organizational performance (KPIs)
including percentile ranking from the JCAHO survey of the Management of the
Environment of Care (EC) and length of stay (LOS), dependent variables. Secondary
data about hospital characteristics such as size, tax status, legal classification, hospital

type, and geographic location was obtained through the AHCA Internet website.
Information was obtained about the hospital's affiliation (profit, not-for-profit, etc)
through a public records search utilizing the MyFlorida Internet website.
The data collection instrument for the online survey consisted of a five part, selfreport survey completed by respondents (Parts 1 through 5), and a two part report using
secondary data about organizational characteristics and organizational performance,
which was completed by the researcher (Parts 6 and 7). (See Appendix A). Part 1 was
actual similarity-dissimilarity to measure demographic and work characteristics of
respondents, developed by the researcher (all research questions and all hypotheses). Part
2, perceived similarity-dissimilarity included a scale developed by Hobman, et al. (2003),
(All research questions and all hypotheses). Part 3, the Perceived Group Openness to
Diversity scale was developed by Hobman et al. (2004). (All research questions and
Hypotheses 2 through 6). Part 4, team cohesion was measured using the Index of Work
Group Cohesion developed by Price and Mueller (1986) (All research questions and
hypotheses 3 through 6). Part 5 of the survey team effectiveness measured by the Team
Outcome Eflectiveness scale developed by Gibson et al. (2003) (All research questions
and Hypotheses 4 through 6). Part 6 was organizational characteristics and Part 7 is
organizational performance, which included each hospital's KPIs obtained through the
JCAHO Quality Check web site and through the AHCA public information database.
Frequency distributions, reliability estimates, exploratory factor analyses, Chi-Square ttests, ANOVA with post hoc comparisons, and multiple regression analyses, were used to
answer the research questions and test hypothesis

Population, Setting, and Sampling Plan

Target Population and Setting
Target Population
In this study, the target population was CFT members who were employed in the
38 hospitals in Palm Beach, Broward, and Miami-Dade counties in south Florida who
met the eligibility criteria. This included those who were serving on a CFT dealing with

LOS or Management of the Environment of Care issues, CFT members who were in a
clinical department, a management representative, or a line representative in one of the
service occupations including, engineering, lab, radiology, housekeeping, and security.
All CFT members who were full-time employees in the hospitals in the tri-county area,
which are registered with AHCA, accreflited by the JCAHO, and are licensed with 200 or
more beds were included.

CFTs in Veterans Administration hospitals (Federal

Government), Rehabilitation hospitals (separate licensure), Long Term Care facilities or
Psychiatric hospitals (separate licensure), and hospitals with less than 200 hundred
licensed beds were excluded.
The total number of hospitals targeted in the Palm Beach, Broward, and MiamiDade tri-county area was 76 of which, 38 (50%) met the inclusion criteria, where CFT
members were employed. There were 16 hospitals in Miami-Dade County (42.1%), 15 in
Broward County (39.5%), and seven in Palm Beach County (18.4%).
Estimating the size of the target population, the number of CFT members, in these
38 hospitals was at best a non-scientific estimate. Based on professional contacts to 10 of
these 38 hospitals ranging in size from the largest to the smallest in terms of licensed
beds, for a request of the number of CFT or multidisciplinary teams in the respective
hospitals, the average number of teams is eight (8).

The settings for the target population are 38 hospitals which ranged in size from
200 to 1498 licensed beds. The average size (licensed beds) for the target population was
421 beds. Based on contacts with a sample of hospitals, the average number of teams for
the target population was eight cross functional, multidisciplinary, or interdisciplinary
teams. These teams worked on performance initiatives in both the Management of the

Environment of Care (EC) and issues affecting LOS. Additionally, departments in these
hospitals had small teams that worked on multidisciplinary issues with other departments.
For example, CFTs included a safety committee or EC committee and a quality council
(or other multidisciplinary committee which has oversight for hospital performance).
Through prior employment, this researcher had personal knowledge about the structure of
10 south Florida hospitals, which are included in this study.
In hospitals between 200 to 500 beds, the number of CFT members participating

on EC committees was approximately 20, comprised of managers as well as line staff,
support staff, and clinical staff (nurses, therapists, etc.). In those hospitals, quality
councils are comprised of approximately 25 CFT members who were physicians,
directors-both

clinical and non-clinical-and

administrators (COO, CFO, CEO and the

like). In larger hospitals between 500 to 1498 beds, the composition of these teams was
similar; however, they had more members.

The EC had approximately 30 members

while the quality council had approximately 40 members, or an average of 35 members.
Based on an average of eight CFTs, multidisciplinary teams, or interdisciplinary teams at
a sample of the 38 hospitals with an average of 35 members, this researcher estimated the
target population would be 10,640. This was calculated based on 38 eligible hospitals
multiplied by eight teams, multiplied by 35 members per team.

Based on the number of eligible hospitals hospital in each county, it was
estimated that the number of CFT members in each of the three counties is 4,480,4,200,
and 1,960 respectively. The characteristics of CFT members that met the eligibility
criteria, and the estimated size of the target population are presented in Table 3-1.

Table 3-1
Characteristics of CFT Member Hospitals Meeting the Eligibility Criteria and an
Estimated Number of CFT Members of the Target Population
County

Number Number
of
of
Licensed Hospitals
Beds

Percentage
of Target
Population

Tax Status

Legal Classification

FPa

NFPa

Investor
Owneda

Government

Estimated
Target
Population

Dade
Broward

5525

15

39.5

6

9

7

8

4200

Palm
Beach

2660

7

18.4

5

2

7

0

1960

16,015

38

100

20

18

28

10

10640

Totals

Note. FPa = For-profit; NFPa = Not-for-profit.

The setting for data collection was the hospital where the CFT member was
employed and received the e-mail invitation. This setting improved the ecological
validity of this study because the survey was conducted in the CFT members' natural
environment.
According to the Bureau of Labor Statistics (BLS) and their 2005 survey of
Florida, the total population was 17,789,864. The tri county area of Palm Beach,
Broward, and Miami-Dade represented a total of 30% (5,422,200) of the entire

population of Florida, which consisted of 67 counties.

For this study, this researcher

found there were 206 hospitals listed with AHCA (2006) in the State of Florida of which
76 (37%) were in the tri county area. This represented a significant proportion of the
population being situated in the State of Florida as well as a large proportion of the
hospitals. Table 3-2 presents the name, size, status, and legal structure for the hospitals
that met the inclusion criteria for this study in the three counties.

Table 3-2
Characteristics of CFT Member Hospitals in Miami-Dade County, Broward County, and
Palm Beach County that Met Inclusion Criteria
Hospital Name
Miami-Dade Hospitals
Jackson ~ e m o r i aHospital
l
Mount Sinai Medical Center
Ba~tistHos~italof Miami
Cedars Medical Center
South Miami Hospital
Mercy Hospital
Kendall Regional Medical Center
Aventura Hospital and Medical Center
Jackson North Medical Center
Palmetto General Hospital
Hialeah Hospital
North Shore Medical Center
Doctors Hospital
Miami Children's Hospital
Coral Gables Hospital
Palm Springs General Hospital
Broward Hospitals
Broward General Medical Center
Memorial Regional Hospital
Holy Cross Hospital
Florida Medical Center
North Broward Medical Center
North Ridge Medical Center
Memorial Hospital South
University Hospital and Medical Center
Memorial Hospital Pembroke
Memorial Hospital West
Plantation General Hospital
Westside Regional Medical Center
Northwest Medical Center
Imperial Point Medical Center
Coral Springs Medical Center
Palm-Beach Hospitals
Saint Mary's Medical Center
JFK Medical Center
Delray Medical Center
Boca Raton Community Hospital
Bethesda Memorial Hospital
Good Samaritan Medical Center
Columbia Hospital

Beds

Tax Status

Legal Structure

1498
955
577

NFP

NFP
FP
FP
FP
NFP
FP
FP
FP
FP
NFP
FP
FP

Government
Investor Owned
Investor Owned
Investor Owned
Investor Owned
Investor Owned
Investor Owned
Investor Owned
Government
Investor Owned
Investor Owned
Investor Owned
Investor Owned
Investor Owned
Investor Owned
Investor Owned

NFP
NFP
NFP
FP
NFP
FP
NFP
FP
NFP
NFP
FP
FP
FP
NFP
NFP

Government
Government
Investor Owned
Investor Owned
Government
Investor Owned
Government
Investor Owned
Government
Government
Investor Owned
Investor Owned
Investor Owned
Government
Government

FP
FP
FP
NFP
NFP
NFP

Investor Owned
Investor Owned
Investor Owned
Investor Owned
Investor Owned
Investor Owned
Investor Owned

NFP
NFP

FP

FP

Accessible Population
The accessible population consisted of 364 CFT members who were accessible to
the researcher, and who met eligibility criteria (see Table 3-3). There were three main
groups that constituted the population of CFT members accessible to the researcher.
These included: (1) CFT members in the tri county area of south Florida with e-mail
addresses known to the researcher through previous employment; (2) CFT members with
e-mail addresses that were accessible from the web site of the 38 eligible hospitals and
related hospital sites in south Florida; and, (3) CFT members of four professional
organizations, the SFHEF, the FHEA, the AHAISFHHA, and the AHOP. The e-mail
invitation to participate (Appendix F), authorization for voluntary consent (Appendix H),
and filter questions on the survey (Appendix A) address eligibility.

Professional Contacts of CFT Members
During the course of employment at several hospitals in the south Florida area,
this researcher developed a list of contacts (n=50) who were involved in CFTs, as well as
other multidisciplinary teams who worked on EC and LOS performance issues in the
target population. Each professional contact was sent an email inviting participation in
this study. (See Appendix C)

CFT Members on Hospital Web Sites
Using web sites of the 38 hospitals and associated Internet sites for south Florida
hospitals, an e-mail list was compiled of physicians, nurses, and other staff that may have
been members of a CFT or multidisciplinary team. This list included administrators,
physicians, and support services staff (n=55).

CFT Members of Professional Associations
In this study, the accessible population of CFT members was obtained from
members of the South Florida Hospital Executive Forum (SFHEF), the Florida Hospital
Engineering Association (FHEA), the Association of Occupational Health Professionals
in Healthcare (AOHP), the South Florida Hospital Association (SFHA), and the

American Hospital Association (AHA) who met the eligibility criteria.
South Florida Hospital Executive Forum (SFHEF). The SFHEF has members
who participate in activities aimed at improving educational opportunities and
professionalism in healthcare.

Member professional status ranges from hospital

managers, clinical directors and other professional positions in hospitals throughout south
~lorida. E-mail addresses for members of the SFHEF were obtained through the
association, of which this researcher had personal contact with more than 50 members.
There were approximately 200 members of the SFHEF, of which it is assumed most, if
not all, were members of CFTs in the tri country area.

Florida Hospital Engineering Association (FHEA). The FHEA is an association
of hospital engineering directors and managers who are working in a number of hospitals
in the south Florida area. These positions were generally responsible for overseeing
safety operations and the Environment of Care (EC) in those hospitals, and as such, these
employees are members of CFTs.

The contact information for FHEA association

members, including hospital of employment is in the public domain on the FHEA
Internet website. Through current and past business practice, the researcher made contact
with each of these members and obtained their e-mail contact information.

Members

that are employed in the south Florida tri-county were invited to participate ((n=30).

Only those members who were employed at one of the 38 hospitals were invited to
participate.

Association of Occupational Health Professionals in Healthcare (AOHP). The
AOHP is a national association with chapters throughout the United States. The
association is dedicated to establishing and maintaining health and safety standards in
healthcare organizations. The Florida chapter has four representatives who were
employed in one of the 38 hospitals in this study.

The e-mail information for these

representatives was listed on the AOHP Internet website.

South Florida Hospital & Healthcare Association and the American Hospital
Association (SFHHA and AHA). The SFHHA and the AHA Internet websites contained
public contact information for various professionals working in hospitals in the South
Florida area (N=25). These professionals were involved in the SFHHA and AHA
through their respective hospital memberships. These individuals sit on committees that
improve communication and streamline policies, procedures, and other industry standards
applicable to hospital organizations. Through membership in the SFHHA, for example,
members work on safety committees and security committees designed to conduct
multidisciplinary response drills for mass casualty events as well as disaster planning and
business continuity efforts. Typically, hospitals as well as private business related to
healthcare services are members of the AHA. Through this membership, member
hospitals have employees who are eligible to become AHA committee members. The
source of the accessible population of 364 CFT members is presented in Table 3-3.

Table 3-3
Source of CFT Members of the Accessible Population

Source of CFT Members

Number

Professional Contacts

50

CFT Members on Hospital Web Sites
Physicians
Nurses
Other CFT Members
Professional Associations
SFHEF
FHEA
SFHHA and FHA
AHOP
Total

200
30
25
4
364

Purposive and Snowball Sampling Plan
The accessible population was purposively selected based on the judgment of the
researcher and constituted the initial sample.

Because this initial sample was of

insufficient size, to further increase the sample size, snowball sampling was used.
Purposive and snowball sampling, which are non-random sampling techniques, decrease
the probability of a representative sample, and increase the sampling error. The greater
the sampling error, the less accurate the estimation of the population values (Grossnickle
& Raskin, 2001). Thus, random samples are more preferable; however, non-random

samples are more affordable, available and more efficient in regards to this study.
The use of a snowball sampling method for this study was appropriate because the
CFT members at the target hospitals were difficult to reach.

"Snowball or referral

sampling is used when the population being researched is difficult to reach" (Grossnickle
& Raskin, 2001, p. 126). The method relies on finding initial respondents who fit the

profile for the study, contacting them, asking them to participate in the study, and asking
them to refer other qualified potential respondents.
The initial purposive sample in this study included the accessible population. An
e-mail invitation to participate was sent to each CFT member of the initial purposive
sample. In addition to the invitation and link to the consent form for eligible CFT
members that are interested in participating in the survey, the e-mail also contained a
request to forward the e-mail to as many known members of CFTs in their respective
hospital of employment (See Appendix G).
An estimation of the snowball sample resulting from the initial purposive sample is
presented in Table 3-4. It was estimated that with an initial purposive sample of 364
using snowball sampling would result in approximately 1043 CFT members that receive
an-mail invitation to participate in the study. It was further estimated that this would
result in a final data producing sample of 181. This would have resulted in an estimated
response rate of 17.4% (18111043). These estimates were based on the following
assumptions:
1.

The action of forwarding e-mail invitations will be stopped at the fourth group
that received the e-mail invitation.

2.

The estimated percentages of responses for initial respondents, the second
group, the third group, and the fourth group are 25%, 15%, lo%, and 0%,
respectively.

3.

The number of respondents for each group finishing the online survey is equal
to the number of those forwarding the e-mail invitations.

4.

The estimated number of forwarded e-mail invitations to CFT members for

initial respondents, the second group, the third group, and the fourth group are

5,3, 1, and 0, respectively.

Table 3-4
Estimation of the Snowball Sample Resulting from the Initial Purposive Sample

Initial
Group
Purposive
Sample

Second
Group
Snowball
Sample

Third
Group
Snowball
Sample

Fourth
Group
Snowball
Sample

Total
Sample

Receiving e-mail
Invitation

364

455

204

20

1043

Response Rate
(25%, 15%, lo%,
0% respectively

25%=9 1

15%
forward to
3 CFT
Members

10%
forward to
1 CFT
Member

0

Forwarding
25% '
Invitation: Rate x
forwards to
Number (5,3, 1,O)
5 CFT
Members

91 x 5=
455
Taking Online
Survey (Data
Producing Sample)

91

Based on Response
Rate

Eligibility Criteria and Exclusion Criteria
Eligibility Criteria
An eligible CFT member participant was an employee who met the following:

1.

Employed full-time in a hospital in Miami-Dade, Broward or Palm Beach County

2.

Employed in a hospital that is registered with AHCA and accredited by JCAHO
(surveyed within last 5 years)

3.

Employed in a hospital which is licensed for 200 or more beds

4.

A functional assignment is one or more of the following:
a. Physicians
b. Management representative (nursing, admin, support services)
c. A clinical department (nursing, therapist)
d. Line representative (service occupations)

5.

Participates as a member of at least one CFT, multidisciplinary, or
interdisciplinary team

6.

Has been a member of a team for six (6) months in hospital of current
employment

Exclusion Criteria

1.

Employees who are not a member of a CFT in the hospitals in the tri-county area

2.

Hospital employees who are not employed fill-time in the tri-county area

3.

Employed in a hospital that is not registered with AHCA and accredited by
JCAHO (and has not been surveyed within the last 5 years)

4.

Employed in a hospital which has less than 200 beds

5.

Does not have a functional assignment in any of the following areas:
a. Physicians
b. Management representative (nursing, adrnin, support services)

c. A clinical department (nursing, therapist, technician)
d. Line representative (service occupations)
6.

Has not been a member of a CFT for at least six (6) months in hospital of current
employment

7.

Employees with an incorrect email address

8.

CFT members who could not be contacted by email

Sampling Size
Selecting an adequate sample size can reduce the sampling error. "The larger the
sample, the less the potential error that the sample will be different from the population"
(Creswell, 2005, p. 149). In estimating the sample size needed, there were two major
considerations: (1) the sample size needed to perform certain statistical analyses, and (2)
estimating the sample size needed, based on the size of the target population.
Two major statistical analyses include multiple regression and factor analysis.
The estimated sample size for multiple regression was based on Green's (1991) estimate:

n (sample size) = 50 + 8 (m), when "m" is the number of explanatory variables.
For R' (multiple regression), n=50+8(m), n is the sample size, and m is the
number of predictor (or explanatory variables) (Green, 1991). The maximum number of
predictor variables in this study is for Hypothesis 6, where m =26: organizational
characteristics = 4, actual similarity-dissimilarity of CFTs = 10, perceived similarity-

dissimilarity of CFT = 3, perceived group openness to diversity = 3, team cohesion = 1,
and team outcome effectiveness = 5. The total for m = 26. For R' (multiple regression),
the maximum sample size needed is n = 50 + 8 (26) = 258. In the event, the final data
producing sample does not meet the 258 required, step wise regression models will be
tested based on sample size with the most significant explanatory variables.

In terms of an appropriate sample size for factor analysis, Field (2006) suggested
"the reliability of factor analysis is somewhat dependent on sample size" (p. 868). The
rule of thumb, according to Field (2006), has been cited as low as 5 and as high as 15
participants per variable. Based on this rule of thumb, in this study several scales were
used, and the team outcome eflectiveness scale had the most items, with 26. Therefore,

the range of the sample size needed would be 5(26) to 15(26), or a minimum sample size
of 130 to an optimal sample size of 390. However, Field (2006) suggests that based on
empirical studies, factor loadings of .6 on four or more factors is an indication of
reliability regardless of sample size.
Based on an estimated target population size of 1043 according to Gay and
Airasran (2001), an adequate sample size for a population of 1000 would be 278, but a
sample size of 500 would be an even more confident sample size (p. 135). Based on the
statistical analysis needed and the sample size based on the population size, a minimum
sample size of 258 would be necessary to avoid threats to internal validity associated with
statistical analyses. A minimum sample size of 278 would be necessary to avoid threats
to external validity. An optimal sample would be 500. With the projected sample size
based on snowball sampling of 181, there were potential threats to both the internal and
external validity of the study.

Instrumentation
In this study, preceding the survey were four filter questions designed to ensure
that participants met eligibility requirements. The questions asked about employment in
one of the 38 hospitals in the tri-county area, functional work area, as well as
participation and length of time serving on a team. (See Appendix A)
There were seven parts to the survey. CFT members completed Parts 1 through 5,
and the researcher completed Parts 6 and 7. Parts 1, actual similarity-dissimilarity and
Part 6, organizational characteristics were designed by the researcher. Part 2, perceived

similarity-dissimilarity, Part 3, perceived group openness to diversity, Part 4, team
cohesion, and Part 5, team outcome effectiveness were based on the works of other

authors.

Parts 6 (organizational characteristics) and Part 7 (organizational

perjormance), uses publicly available data. There were a total of 59 items, with 53 items

completed by the participants, and 6 items completed by the researcher.

It took

participants approximately fifteen (15) minutes to complete the survey. (See Appendix A)
The study constructs and measurement characteristics are presented in Table 3-4.

Table 3-5
Constructs Measured in the Study and Measurement Characteristics
Part

1

Construct

Instrument Name
and
Developers

Type of
Measure

Actual
SimilarityDissimilarity

Actual
Dissimilarity
Developed by the
Researcher and
Hollingshead's
Educational Scale
developed in 1971
Perceived
Dissimilarity
scale, Hobman et
al. (2004)
Visible
Dissimilarity
Values
Dissimilarity
Informational
Dissimilarity
Perceived
Openness to
Diversity scale,
Hobman et al.
(2004)
Openness to
Visible
Diversity
Openness to
Values
Diversity
Openness to
Informational
Dissimilarity
Diversity

Dichotomous
MultipIe Choice

1,3
2, 5 , 6

Single item
scale
Fill in the Blank

4,

5-Point,
Semantic
Differential
scale

1-6

6 Items
6 to 30

1-2

2-10

3-4

2-10

5-6

2-10

1-6

6 Items
6 to 30

1-2

2-10

3-4

2-10

5-6

2-10

Perceived
SimilarityDissimilarity

2

2a
2b
2c

Group
Openness to
Diversity

3

3a

3b

3c

5-Point,
Semantic
Differential

Items
Number

Number of
Items
Score Range
9 Items

7-9

Table 3-5 (Continued)
Part

Construct

Instrument Name
and
Developers

4

Team Cohesion

5

Team
Effectiveness

Index of Work
Grouo Cohesion.
pricesand ~ u e l l e r
(1986)
Team
Effectiveness
Outcome scale,
Gibson, ZellmerBruhn, and
Schwab. (2003)
Goals
Customers
Timeliness
Quality
Productivity
Organizational
Characteristics

5a
5b
5c
5d
5e
6

7

Organizational
Characteristics
Organizational
Performance

Type of
Measure
5-Point,
Semantic
Differential
scale
7-Point Rating
scale

Items
Number

Number of
Items
Score Range

1-5

5 items
5 to 25

1-26

26 items
26 to 130

Dichotomous
Multiple Choice

1-5
6-10
11-16
17-21
22-26
3,4
1

5-25
5-25
6-30
5-25
5-25
4 items

Fill in the Blank

2

LOS (ACHA)

Fill in the Blank

I

3 items
AverageNear

Management of
the Environment
of Care (JCAHO)
(Secondary Data
Obtained by
Researcher)

Percentage
Score
Percentile Score

2

0-100

3

0 to 99

59

Total Items

Part 1:Actual Similarity-Dissimilarity
Part 1 of the survey contained 9 items that measured actual similarity-

dissimilarity. Actual diversity consisted of "objective" differences in demographic work
characteristics among CFT members. Visible differences such as age, gender, and
ethnicity, for example, tend to have an increasing impact on work group members which
can lead to conflict within the group (Jehn, Chadwick, & Thatcher, 1997). Part 1 was
developed by the researcher and also used an adaptation of Hollingshead's Educational
Scale. Gender and ethnicity were measured on a dichotomous scale. Three multiple

choice questions measured race, occupational title, and professional practice areas. A
single item, multiple choice question measured educational level, using a modification of
Hollingshead's Educational scale. This scale has known reliability and validity and is
reprinted in Miller and Salkind (2002). Three fill in the blank questions measured age in
years, practice experience in years, length of employment at current hospital, and hospital
of employment. (See Appendix A. Part 1).

Part 2: Perceived Similarity-Dissimilarity
Description
Part 2 of the survey perceived dissimilarity, was measured by the six-item, 5-point

Perceived Dissimilarity scale developed by Hobman et al. (2004). This scale measures
"subjective" perceptions of perceived dissimilarity among CFT members, and contains
three subscales: "Visible, Values, and Informational dissimilarity."

Each subscale is

measured by two items of perceived dissimilarity on a semantic differential scale,
anchored with 1= strongly disagree and 5= strongly agree. The score range is 2 to 10 for
each subscale. The total scale score range is 6 to 30. Perceived dissimilarity is the extent
to which visible, values, and informational diversity are perceived to be evident by the
group (Hobman, et al., 2004). Higher scores were associated with greater perceived

dissimilarity among CFT members. Perceived similarity on the other hand, is the degree
to which attributes are shared by individuals with other team members (Jackson, Stone &
Alvarez, 1992; Hobman et al., 2004), and would be associated with lower scores on

Perceived Dissimilarity scale. Examples of questions from the subscales are as follows:
Visible Dissimilarity, "I feel I'm visibly dissimilar to other group members"; Values
Dissimilarity, "I feel my work values andlor motivations are dissimilar to other group
members"; and, for Informational Dissimilarity, "I feel I am professionally andlor

educationally dissimilar to other group members".

All items contain the term different

or dissimilar, and no items were reverse scored. (See Appendix A. Part 2).

Reliability

In a study about public sector organizational teams, Hobman et al. (2004)
conducted their study on a sample of 452 nurses in a large public hospital.

The

participants were sent two (2) surveys of which there was an effective response rate of
43.5%. Cronbach's alpha for the total scale was .73. Cronbach's alphas for perceived
visible, values, and informational dissimilarity were .67, .72, and .79, respectively

(Hobman, et al., 2004). In this study, coefficient alpha analysis was conducted on the
total Perceived Dissimilarity scale as well as each subscale to provide estimates of
internal consistency reliability with this study's sample of CFT members.

Validity
The Perceived Dissimilarity scale was tested in a public sector organization,
which used teams comprised of hospital nurses with differing levels of expertise in
different functional areas of the hospital.

Standard path coefficients from the

confirmatory factor analysis had the following loadings on these factors representing the
subscales: Visible, .62; .68; Values: 33; .76; Informational: .77; .72. The analysis
showed positive correlations between the variables. The confirmatory factor analysis
validated the scale factors by demonstrating that its constituent items load on the same
factor associated with the respective subscales. In this study, exploratory factor analysis
(EFA) was conducted on the total Perceived Dissimilarity scale to further establish
construct validity and support the multidimensionality of the scale.

Furthermore,

correlations between the Perceived Dissimilarity scale, the Perceived Group Openness to

Diversity scale, the Index of Work Group Cohesion scale, and the Team Outcome
Effectiveness scale were conducted to establish divergent validity (expectations were

inverse correlations).
Part 3: Perceived Group Openness to Diversity
Description

Part 3 of the survey, perceived group openness to diversity, was measured by the
six-item, Perceived Group Openness to Diversity scale, developed by Hobman et al.
(2004) who adapted it from the original developers, Edison, Nora, Hagehorn and
Terenzini (1996). Openness to diversity focuses on being open to, and making efforts to
learn how diverse others perceive issues (Hobman et al., 2004). The scale contains three
subscales, "Yisible, Values, and Informational". Each subscale is measured with two
items of perceived group openness to diversity with a semantic differential scale,
anchored with 1= strongly disagree and 5= strongly agree. The score range is 2 to 10 for
each subscale. The total scale score range is 6 to 30, all items are positively worded, and
no items are reverse scored. Higher scores are associated with greater perceived group
openness to diversity, in this study, CFTs openness to CFT diversity. Lower scores are

associated with less openness to diversity by CFTs. An example of an item from the
openness to visible diversity subscale is: "In my team, members make an extra effort to
listen to people of different ethnicity, gender, and/or age".
Reliability

Hobman et al. (2004) conducted a two phase study involving two healthcare
organizations.

Phase one consisted of structured interviews of potential survey

participants. In Phase two, surveys were mailed to the two hospitals and an effective
response rate of 39.6% (of 396 nurses) and 43.5% (of 197 nurses) was achieved. (See

Appendix A. Part 3). The score for the total scale was not reported in their study,
however, Cronbach's alpha for perceived openness to visible diversity was .94, .82 for

informational diversity, and .88 for values diversity (Hobman et al., 2004). These results
were above .80 and showed a satisfactory correlation between the items on the subscales
and thus, provided good estimates of the reliability of the subscale, and each subscale to
estimate internal consistency reliability for the sample used in this study of CFT
members.

Validity
Factor analyses supported the construct independence of the related cluster of
scale items. Extensive pilot testing was conducted to ensure that the scale was applicable
to the organization and was comprehensible (Hobman et al., 2004). Two confirmatory
factor analyses were conducted on the scale. The first analysis examined a single latent
factor and the second involved three latent factors explaining intended items (Hobman et
al., 2004). The multifactor analyses showed significantly improved fit and supported the
three factor structure of the scale.

In this study, exploratory factor analysis (EFA) of the Perceived Group Openness
to Diversity scale was conducted to further establish construct validity. Furthermore,
correlations between the Perceived Dissimilarity scale and the Perceived Group

Openness to Diversity scale was conducted to establish divergent validity (inverse
relationships are expected). Correlations between the Perceived Group Openness to

Diversity scale, the team cohesion scale, and the Team Outcome Effectiveness scale were
conducted to establish convergent validity (positive correlations as expected).

Part 4: Team Cohesion
Description
Work groups and teams in hospitals are defined as consisting of members who
combine their efforts and thus, show improved performance as opposed to teams who are
less cohesive (Deeter-Schmelz and Kennedy, 2003). Team cohesion, Part 4 of the
survey, was measured by the Index of Work Group Cohesion, developed by Price and
Mueller (1986). The instrument uses a five item, five-point semantic differential scale
anchored with 1= "not at all" and 5= "very", where respondents rate the extent of
agreement with the items. An example includes, "To what extent do you trust the
members of your team?"

The scale is unidimensional and all items are positively

worded with a range from 5 to 25. Higher scores are associated with greater levels of
cohesion of CFTs, while lower scores are associated with lower levels of cohesion of
CFTs. (See Appendix A, Part 4).

Reliability
The Index of Work Group Cohesion scale was used in a study by Deeter-Schmelz
and Kennedy (2003) to examine cohesion on work groups in the hospital environment.

In their study about cohesion of patient care teams, Deeter-Schmelz and Kennedy (2003)
sampled 427 members of patient care teams in the hospital environment. A number of
scales were used, with coefficient alphas ranging between .78 and .91, thus a minimum
coefficient alpha in this scale was .78. In a study of 85 student teams taking marketing
classes, Deeter-Schmelz, Kennedy, and Ramsey (2002) reported a coefficient alpha of .90
for the Index o f Work Group Cohesion scale. Finally, in their study about the influence
of leadership style and group cohesiveness on ethical predispositions with a sample of
116 graduate and undergraduate business students, Schminke and Wells (1999) reported

the coefficient alpha of .82 for the Index of Work Group Cohesion scale. Coefficient
alpha was conducted on the Index of Work Group Cohesion scale to estimate the internal
consistency reliability for the sample of CFT members, used in this study.

Validity
Discriminant validity has been established for the Index of Work Group Cohesion
scale with quality care variables, team performance, team effectiveness, leadership style,
and ethical pre-dispositions (Schminke and Wells, 1999; Deeter-Schmelz et al., 2002;
Deeter-Schmelz & Kennedy 2003). In this study, EFA of the Index of Work Group
Cohesion scale was conducted to further establish construct validity. Furthermore,

correlations between the Index of Work Group Cohesion scale and the perceived
dissimilarity scale were conducted to examine its unidimensional structure and to further

establish construct validity. Furthermore, correlations between the Index of Work Group
Cohesion scale and the Perceived Dissimilarity scale were conducted to establish

divergent validity (inverse relationships are expected), and the Index of Work Group
Cohesion, Perceived Group Openness to Diversity, and the Team Outcome Effectiveness

scales was conducted to establish convergent validity (positive correlations are expected).

Part 5: Team outcome Effectiveness
Description
Team effectiveness, Part 5 of the survey was measured by the Team Outcome
Effectiveness scale, developed by Gibson, Zellmer-Bruhn, and Schwab (2003). When

considering the development of team constructs, it is crucial to explore team
effectiveness across cultural aspects of organizations (Gibson et al., 2003). Recognizing
the importance of the cultural context of organizations, when developing their scale,
Gibson et al. (2003) used a sample of 99 multiple raters (team members, leaders, and

customers) that were bilingual (Engliswrench and EnglisNSpanish), Spanish speaking,
French speaking, and from six multinational organizations in four geographic regions.
The scale was developed in different languages.
The Team Outcome Effectiveness scale contains 26 items with response categories
rated on a 7-point inaccurate-accurate rating scale, where l=very inaccurate, 2 = mostly
accurate, 3 = slightly inaccurate, 4 = uncertain, 5 = slightly accurate, 6 = mostly accurate,
and 7 = very accurate. There are five subscales, goals, customers, timeliness, quality, and
productivity, with five items for four subscales and six items for the timeliness subscale.

Of the 26 items, the original scale was counterbalanced with five items that were
"negatively worded".
This scale is being modified by the researcher. This researcher has numbered the
items consecutively from 1 to 26. Furthermore, this researcher re-worded the following
five negatively worded items: #2 and #4 on the timeliness subscale, item #5 on the quality
subscale, and items #1 and #3 on the productivity subscale. With the 26 items, the total
scale score range was 26 to 103. The score range was 5 to 25 for the subscales of goals,
customers, quality, and productivity. The timeliness subscale had a score range of 6 to

30. With the changes made to the negatively worded items, higher scores are associated
with greater team effectiveness for the total scale and subscales, while lower scores are
associated with less team effectiveness for the total scale and subscales. (See Appendix
A, Part 5).

Reliability
Gibson et al. (2003) performed 35 coefficient alphas, to estimate reliability for
each subscale (n=5) across seven groups: (1) customers, (2) leaders, (3) team members,

(4) bilingual speakers (English and French), (5) bilingual speakers (English and Spanish),
(6) French speakers, and (7) Spanish speaker. The range of coefficient alphas for each of
the subscales was: goals .73 to .92, customers .81 to .96, timeliness 81-.96, and
productivity .46 to .8 1. The reliability for the productivity subscale was low only for the
bilingual English and Spanish group, and satisfactory for the remaining six groups,
including a range of .76-.80 for customers, leaders, and team members. Thus, internal
consistency by rater groups was satisfactory for all subscales. There were no reports of
the internal consistency for the total scale. Coefficient alpha was conducted on the total
Team Outcome Effectiveness scale and each subscale to estimate internal consistency
reliability for the sample of CFT members used in this study.

Validity
To develop the Team Outcome Effectiveness scale, Gibson et al. (2003) started
with interviews, inductively deriving dimensions of effectiveness using interview results,
which provided content validity. Interviews were conducted in four cultures to derive
items capturing general measures of team effectiveness. Pilot testing was conducted on
11 teams with 99 team members, leaders, and customers to investigate the relationship
between scores and constructs in their study. The testing found positive inter-correlations
between the five dimensions of the scale. They defined the constructs in the study which
started with a literature review to develop interview questions. In their study, Gibson et

al. (2003) established convergent validity with a significant variance between teams.
These methods strengthened the validity of the measures (Gibson et al., 2003).

In this study, EFA was conducted to establish construct validity. Furthermore,
correlations between the Team Outcome Eflectiveness scale and the Perceived
Dissimilarity scale was conducted to establish divergent validity (inverse relationships

are expected), and the Team Outcome Effectiveness scale, Perceived Group Openness to
Diversity, and the Index of Work Cohesion scale was conducted to establish convergent

validity (positive correlations are expected).

Part 6: Organizational Characteristics
Part 6 of the survey is the organizational characteristics, which was developed by
the researcher to record secondary data. The four items were completed by the researcher
based on participant responses to question #9 of Part 1, actual similarity-dissimilarity
where participants reported the name of their hospitals of employment. Data was used to
categorize the hospitals and incorporate the characteristics into a description of the
sample (employment setting) and contribution of these characteristics into explanatory
hypotheses. There was one multiple choice item (geographic county location of the
hospitals), two dichotomous items (tax status and legal classification of the hospitals),
and one fill in the blank (size of hospitals). "Hospital Type" as secondary data were
defined by the American Hospital Associations Facts about Florida Hospitals Guide
(2002), (Investor Owned, Not-for profit and Government). (See Appendix A. Part 6).
Each CFT member hospital is accredited by the JCAHO and registered with AHCA. The
tax status of the hospitals was obtained through a public records search through the
MyFlorida Internet website.

Part 7: Organizational Performance
Description
Part 7, organizational pe$ormance, measured two key performance indicators
(KPIs) of hospitals with three fill in the blank items, completed by the researcher. Based
on participant responses to question #lo, of Part 1, actual similarity-dissimilarity where
participants reported the name of their hospitals of employment, the researcher used
secondary sources to complete this part. The average length of stay (LOS) as a KPI was
reported in days for the specific hospital. To measure the KPI of Management of the
Environment of Care, there were two items: a JCAHO survey percentage score and a

percentile score.
Hospital organizations are comprised of varied occupations which are tasked with
working together in an integrated manner (Alexander et al., 1996). The delivery of care
becomes one of a cross-functional approach where various occupations and department
personnel work to ensure the environment where patients receive care is safe and
efficient (JCAHO, 2006).

According to JCAHO (2006), their accreditation survey

process involves sending a team comprised of three or more professionals, including a
physician, administrator, and nurse to the facility for between one to five days. The
survey is conducted on more than 1000 hospitals annually (JCAHO, 2006) using the
same methodology, which supports the reliability of the survey methods and results for
use in the current study. Scores resulting from a JCAHO survey indicate compliance
with recognized standards of performance throughout the healthcare industry. Failure to
meet the standards set forth by JCAHO could result in extensive resource allocation to
reach compliance as well as financial costs as a result of an interruption of hospital
services. Thus, meeting the JCAHO performance expectations in terms of the

Management of the Environment of Care is an important indicator of performance for

hospital organizations. The second KPI is the "LOS (represented by the data provided by
member hospitals to AHCA). LOS is an indicator of how well a hospital can manage its
resources in light of varying morbidity characteristics of its patient population
(Kulinskaya, Kornbrot, & Gao, 2005). Since LOS directly influences the financial
viability of hospitals of all sizes and geographic locations in this study, LOS is critically
important as a measure of performance.
The EC scores were obtained through the JCAHO, Quality Check internet web
site, and "LOS' obtained through the AHCA database.

For each participant, the

hospital's KPIs in these categories were recorded on Part 7 of the survey by the
researcher. It is a summary of the categories scored by JCAHO bn the Management of
the EC for each hospital and the accompanying score form the last survey. This part of
the survey was completed by the researcher. (See Appendix A, Part 7).

Management of the Environment of Care (EC)
Description. The EC data used in this study was obtained from JCAHO survey
results. The items on the EC survey are Design of the Environment, Implementation of
Safety Plans, Social Environment, and Monitoring Safety Plans. Each item is associated

with a JCAHO standard and is scored as to the level of compliance as confirmed by the
surveyor.

The scores received on each item in the survey represent compliance with

pre-established standards of performance (JCAHO, 2005).

Each hospital receives a

score ranging from l=Good Compliance to 5=Acceptable Compliance. However, a
percentile ranking which compares the particular hospital with other hospitals surveyed
during the same period is also provided so that a comparison can be made in terms of

performance in relation to other hospitals. For example, a comparison is made in each
performance area in the EC based on receiving a numerical score of 1 to 5. The JCAHO
then takes the scores from all other hospitals surveyed during the same period and
computes the percentage of hospitals who received the same score.
Based on the percentage score, a percentile ranking, which compares the
particular hospital with other hospitals surveyed during the same period, is also provided,
so that a comparison can be made in terms of performance in relation to other hospitals.
In this study, the EC Percent score and the EC Percentile score will be used as KPIs.

Reliability. JCAHO evaluates the quality and safety of care for approximately
15,000 health care organizations both nationally and internationally. There are
' approximately

4,500 healthcare facilities currently accredited through' JCAHO. The

JCAHO has accredited more than 4,500 healthcare facilities using the survey process to
evaluate performance on patient care, hospital leadership and management of the
environment (JCAHO, 2006). To earn and maintain accreditation, the hospital requests a
JCAHO review at least once every three years.
The JCAHO surveyor examines documents from team meetings, which include
evidence that teams have worked on compliance issues related to the items on the EC.
Each hospital team that works on EC issues writes a management plan about how they
will meet the JCAHO standards. The surveyors typically tour the hospital and look for
evidence of any deviation from those plans as well as deviation from the standards. This
verification process continues when the surveyors conduct both individual as well as
groups meetings with team members from different departments. The goal is to ensure
that the documentation provided by the hospital is consistent with the standards and that

the methodology used to report compliance is the same that is used at other hospitals that
are surveyed by the JCAHO.

Validity. The JCAHO performance measurement initiatives are designed to
provide the hospital organization with a methodology that is credible, objective and
useful for the consumer and the organization (JCAHO, 2007). The JCAHO measures
compliance with the EC standards as well as hospital compliance with the hospitals
management plans. In order to provide valid measures of performance in terms of the

EC, the JCAHO surveyors use "Elements of Performance" to measure what the standards
specify as meeting compliance. The methodology measures what it is supposed to
measure and provides convergent validity.

~ e n ~ofi Stay
h (LOS)
Description. There is current belief that the type of reimbursement system or
health insurance plan now plays a more significant role in the patient LOS in hospitals.
The average LOS in hospitals is a statistical calculation often used for health planning
purposes (AHCA, 2005). The average LOS calculated by is the total inpatient days of
care provided by the hospital divided by the total admissions, and may be the most
significant indicator of efficiency of care provided by a hospital (AHCA, 2006). The
average LOS for Florida hospitals is 4.8 days, which includes the risk adjustment. This
information is public information which can be viewed at the AHCA Internet website.
Across various hospital types, AHCA uses the total of inpatient days of care divided by
the total number of admissions to calculate the LOS. Because of their expertise, some
hospitals treat more high-risk patients than others. To compensate for variations in
patient morbidity across patient populations, the United States Agency for Healthcare

Research and Quality (AHRQ) has risk adjusted each hospital's data to reflect hospital
performance of the hospital had it had provided services to the average patient across the
US (AHCA, 2006). AHCA uses this methodology as part to its calculation of the LOS

for Florida hospitals which are the subject of this study. In this study, the adjusted cost
differential between Palm Beach and Miami-Dade County, based on 2007 data provided
by ACHA, was approximately $1100 per discharged patient. In this study, convergent
validity was established by examining the relationships between the EC and LOS

Reliability. The reliability of records kept by the hospital for patients are open for
inspection and audit by JCAHO, AHCA, and insurance companies who provide coverage
and management of patient care for various groups of Health Maintenance Organizations
(HMOs). T'he data and claim files compiled by the hospital are likely to provide mbre
reliable service and efficiency information than diagnostics and procedures information
in terms of financial efficiency (Walkup, Boyer, & Kellerman, 2000). The reliability of
the examination of health data is recognized as an effective method of making
assumptions about the various levels of care provided to the patient. These data are
analyzed by the hospitals and submitted to AHCA in order compile LOS data.

Validity. To ensure validity of the LOS, a risk adjustment component developed
by AHRQ is incorporated which is done for each hospital and each medical condition or
procedure category according to the severity of illness of the patients. According to
AHCA (2006), this is a widely accepted industry standard tool for risk adjusting. This
adjustment is designed to allow comparisons between hospitals that reflect the
differences in care delivered, rather than the differences in the patients (AHCA, 2006).
The AHRQ provides national data for which AHCA then calculates their statewide LOS.

The robust statistical methods used by AHRQ include various hierarchical modeling
approaches. Risk-adjusted rates are the estimated performance if the provider had an
average patient mix, given their actual performance. It is the most appropriate rate upon
which to compare across hospitals, and is calculated by adjusting the observed national
average rate for the ratio of observed vs. expected rates at the provider-level: Risk-

adjusted rate = (Observed Rate / Expected Rate) x National Average Rate (AHRQ,
2006). LOS is considered a valid key performance indicator because it has a direct
impact on the overall efficiency of the hospital organization. In this study, convergent
validity was established by examining the relationship between the EC and LOS.
Procedures: Ethical Considerations and Data Collection Methods
'

The use of'computer and Internet based research brings to light factors beyond
those that are normally considered in terms of ethics in research. In this study, the data
collection, informed consents, Internet protocols for protection of anonymity and disposal
of data were of primary concern with regard to the protection of human subjects
involved. The following steps were taken in preparation and implementation of data
collection:

1. Contacted the copyright holders of the scales and obtained approval to use the
scales, (Perceived Dissimilarity scale, Perceived Group Openness to Diversity

scale, the Index of Work Group Cohesion scale, and the Team Outcome
Effectiveness scale). (See Appendix C).
2. E-mailed information was obtained through sources which were public
information for SFHHA, FHA, FHEA, and AOHP, through membership

affiliation (SFHEF), and through personal contacts with hospital employees
working at eligible hospitals.

3. Policies and procedures for SurveyMonkey (See Appendix E).
a. A fee of $19.95 was paid to SurveyMonkey for a professional, monthly
subscription (See Appendix F).
b. SurveyMonkey agreed not to track or record respondents IP or e-mail
address, or other personal identification (See Appendix G).
c. SurveyMonkey uses SSL encryption to encrypt both the survey link and
survey pager during transmission (for documentation, see Appendix H).
d. SurveyMonkey.com will store collected data on a professionally
administered server. Data will be stored in encrypted format.

4. Following a successful proposal defense and before an IRB application was made,
an online survey was created and posted in SurveyMonkey.com (See Appendix
A). The Web site contained the authorization for voluntary consent, including the
study purpose, procedures, possible risks, possible benefits to the participants,
anonymity of respondents to the researcher, privacy, and a link to the filter
questions preceding the survey. If the respondents answered yes to all the filter
questions, they were directed to the survey. The Web site was not accessible until
the study was approved by the Lynn University Institutional Review Board (IRB).
(See Appendix L for authorization of informed consent and Appendix A for filter
questions).

5. After successfully defending the dissertation proposal, an application for
expedited review was submitted to the Institutional Review Board (IRB) of Lynn
University for approval.
a. IRB Form 1, Application and Protocol, was submitted to the Lynn
University Institutional Review Board
b. IRB Form 3, Request for Expedited Review, was submitted to the IRB.
c. A request was made to the IRB to waive documentation of a signed
consent because it was the only identifier. A written consent form was
provided. (See Appendix J).
6. After receiving approval from the Lynn University IRB to conduct the study, data

collection was initiated. (See Appendix I for IRB approval letter and Web version
of the approved authorization for voluntary consent).

7. The following process was used to send an e-mail to the initial sample.
a. An invitation to do the online survey, the link to the online authorization
for voluntary consent, and a request to forward the invitational e-mail to as
many co-workers and other hospital CFT members in their own or other
hospitals as possible to assist in increasing the sample size. (See Appendix

K) .
b. The invitation e-mail was sent using the Blind Carbon Copy (Bcc) feature.
The e-mail invitations were sent in limited quantities to avoid being
treated as "Spam" mail. When an e-mail was sent by the Bcc feature, the
Bcc recipients were unable to know who received the message besides
themselves.

c. The e-mail included a message that requested recipients use the Bcc
feature when forwarding the e-mail.
d. Participants were advised of the browser type and version necessary for
proper encryption in the e-mail invitation. (See Appendix H).
e. This researcher was not aware of which participants forwarded the e-mails
and those who did not forward e-mails. The researcher did not know who
did or did not participate. This process was entirely anonymous to the
researcher. Participation in the survey was voluntary.
f. The e-mail was sent in plain text format, not as an e-mail attachment, to
prevent recipients' mail servers from affecting any viruses or blocking emails.
8. When participants clicked the link in the e-mail, they were first directed to the

authorization of voluntary consent (see Appendix L). Following review of this
authorization, if the participants agreed to participate in the online survey, they
were to click the "I agree" button and would be directed to a secure web page. If
they selected "I do not agree" they were automatically exited from the survey and
taken to SurveyMonkey.com home page.

9. Participants that clicked the "I agree" were directed to the filter questions. If they
answered "yes" to all questions, they were directed to the online survey. (See
Appendix B). If they answered "no" to any of the filter questions, they were
automatically exited from the survey and taken to the SurveyMonkey.com home
page.
10. The respondents completed and submitted the survey by clicking on the "Next"

button on the last page of the survey. The completion of the online survey
constituted the respondents' informed consent to participate.
11. The estimated time for respondents to complete the online survey was
approximately 15 minutes.

12. Participation in this study was voluntary and all responses were reported as group
responses. This researcher was not aware of who completed the survey and who
did not.
13. Anonymity was maintained to the degree permitted by the technology used.
Specifically, no guarantee was made regarding the interception of data sent via
the Internet by any third parties. All information will be held in strict confidence
and will not be disclosed unless required by law or regulation.
14. Approximately two weeks after the e-mail to the initial sample, a follow-up email to the initial sample was sent reminding CFT members to participate in the
survey, and a request was made again to forward the survey to as many coworkers and other CFT members as possible. They were also be thanked in the
event they already forwarded the e-mail and participated in the study. (See
Appendix H).
15. The data collection process was conducted for an appropriate amount of time to
allow for an adequate sample size, and did not exceed two months.

16. The online survey was removed at 1159 pm eastern time on the last day of data
collection.

17. At completion of the data collection, this researcher completed and submitted the
Lynn University IRB Report of termination of Project (Form 8).

18. Data were analyzed using SPSS 15.0.
19. The researcher recorded the number of the initial sample (number of e-mails
sent), the number of participants that entered SurveyMonkey (some may not
complete due to the authorization for informed consent and filter questions), the
actual number of surveys submitted, and the number of "usable" surveys.
20. The data were kept confidential and stored electronically on "password protected"
computers.

21. The data will be destroyed after five years.

Methods of Data Analysis
The data were analyzed using SPSS for Windows version 15.0. Various statistical
procedures such as frequency distributions, reliability estimates, exploratory factor
analyses (EFA), Chi-Square, t-tests, ANOVA with post hoc comparisons, and multiple
regression analyses, were used to answer the research questions and test the hypotheses.

Research Questions
Descriptive statistics including measures of central tendency, variability (range,
and standard deviation), and frequency distributions described the variables for RQ #1
about CFT members' actual similarity-dissimilarity, perceived similarity-dissimilarity,

perceived group openness to diversity, team cohesion, characteristics of the hospital
organizations, team outcome effectiveness, and perjormance (KPIs) of their
organizations.

In research question # 2, independent t-tests were used to compare the perceived
similarity-dissimilarity, perceived group openness to diversity, team cohesion, team
effectiveness, and the KPIs of the CFT member hospitals (dependent variables) according

to the attribute variables of "gender" and "ethnicity".

ANOVA with post hoc

comparisons was conducted to compare differences in the same dependent variables
according to race, educational groups, occupational titles, professional practice areas,
grouped data of age, years of practice, and tenure.
To answer research question #3, multiple ANOVA with post hoc comparisons
were conducted to compare differences in CFT members' actual similarity-dissimilarity
(educational level, age in years, years of practice, and tenure), perceived similarity-

dissimilarity, perceived group openness to diversity, team cohesion, team outcome
effectiveness, and performance of their organizations according to organizational
characteristics (geographical location and hospital size organized by groups).
Independent t-tests were used to compare differences in the same variables according to
hospital types (tax status and legal classification). Multiple Chi-square tests examined
differences when all data were categorical. These include differences between actual

similarity-dissimilarity (gender, ethnicity, race, occupational titles, and professional
practice areas) and organizational characteristics of geographic hospital area and
hospital type (tax status and legal classification).

Analyses of Psychometric Qualities
Prior to hypotheses testing, analyses of the psychometric qualities of the scales
used in this study were conducted to ensure data quality.

Estimates of internal

consistency reliability using coefficient alphas for total scales and subscales were
conducted for the Perceived Dissimilarity scale, the Perceived Group Openness to

Diversity scale, the Index of Work Group Cohesion scale, and the Team Outcome
EfSectiveness scale. The widely-accepted social science cut-off is that coefficient alpha

should be .70 or higher for a set of items to be considered a reliable scale, but some use
.75 or .80 while others are as lenient as .60 (Green, 1991).
Exploratory factor analysis (EFA) was conducted on the Perceived Dissimilarity
scale, the Perceived Group Openness to Diversity scale, the Index of Work Group

Cohesion scale, and the Team Outcome Effectiveness scale to confirm the dimensionality
of these scales and establish construct validity.
Intercorrelations using Pearson r correlation coefficients between the Perceived

Dissimilarity, Perceived Group Openness to Diversity, Index of Work Group Cohesion,
and the Team Outcome Effectiveness scales, and EC and LOS KPIs were reported to
establish convergent and divergent validity of the scales and subscales. Table 3-5
summarizes the tests to estimate the reliability and establish validity for the scales used in
this study.

Table 3-6
Summary of Psychometric Tests in this Study
Reliability
Internal
Consistency

\

Perceived
SimilarityDissimilarity

Convergent
Validity
Pearson r
(Anticipate
Positive
Relationships)

Coefficient alphas for
total scale and
subscales

Validity
Divergent
Validity
Pearson r
(Anticipate
Inverse
Relationships)
Perceived Group
Openness

Construct Validity

Exploratory Factor
~nil~sis

Index of Work
Cohesion
Team
Effectiveness

Perceived
Group
Openness to
Diversity

Coefficient alphas for
total scale and
subscales

Index of Work
Cohesion
Team Outcome
Effectiveness

Perceived
Dissimilarity

Exploratory Factor
Analysis

Index of
Work Group
Cohesion

Coefficient alpha

Perceived Group
Openness

Perceived
Dissimilarity

Exploratory Factor
Analysis

Perceived
Dissimilarity

Exploratory Factor
Analysis

Team Outcome
Effectiveness

Team
Outcome
Effectiveness

Coefficient alphas for
total scale and
subscales

Perceived Group
Openness
Index of Work
Cohesion

Hypotheses Testing
The notation that was used to represent the variables tested in the hypotheses in
this study is as follows:

XI = Gender
X2 = Race
X3 = Ethnicity
Xq = Educational Level
X5= Occupational Title
X6 = Professional Practice Area
X7 = Age in Years
Xs = Years of Practice in Profession
X9 = Tenure (years of employments at current employment setting)

\

Xlo= Hospital of Employment
XI1 = Perceived Dissimilarity - Visible
X12= Perceived Dissimilarity - Values
XI3 = Perceived Dissimilarity - Informational
X14= Group Openness to Diversity -Visible
Xis = Group Openness to Diversity - Values
XI6= Group Openness to Diversity - Informational
XI7= Team Cohesion
XI8 = Team Effectiveness - Goals
XI9= Team Effectiveness - Customers
X20 = Team Effectiveness - Timeliness
XZ1= Team Effectiveness - Quality
X22 = Team Effectiveness - Productivity
X23 = Organizational Characteristics - Geographic
X24 = Organizational Characteristics - Hospital Size
X25= Organizational Characteristics - Tax Status
X2,j= Organizational Characteristics - Legal Classification
Y1 = Perceived Dissimilarity - Visible
Y2= Perceived Dissimilarity - Values
Y3= Perceived Dissimilarity - Informational
Y4= Perceived Dissimilarity -Total
Y5 = Group Openness to Diversity - Visible
Y6 = Group Openness to Diversity - Values
Y7 = Group Openness to Diversity - Informational
Y8 = Group Openness to Diversity -Total
Y9 = Team Cohesion
Ylo= Team Effectiveness - Goals
Y1l = Team Effectiveness - Customers
YI2= Team Effectiveness - Timeliness
YI3= Team Effectiveness - Quality
YI4= Team Effectiveness - Productivity
YI5= Team Effectiveness - Total
YI6= Organizational Performance - EC Percentage Score
Y17= Organizational Performance - EC Percentile Score
Y18= Organizational Performance - Length of Stay in Days
Po = constant (Standardized Regression Coefficient = Beta)
e = error
To test the hypotheses in this study, multiple regression analyses were used to
explain the relationships between explanatory (independent and attribute variables) and
the dependent variables.

Using notation, the regression models tested in hypothesis 1 and related sub
hypotheses, to explain the relationship between actual similarity-dissimilarity (attribute
variables) and perceived similarity-dissimilarity (dependent variables) are as follows:
Hypothesis 1,

Hypothesis lb

Hypothesis 1,

Hypothesis ld

The regression models tested in hypothesis 2 and related sub hypotheses, to
explain the relationship between actual similarity-dissimilarity (attribute variables),
perceived similarity-dissimilarity (independent variables) and perceived group openness
to diversity (dependent variables) in hospital cross-functional teams are as follows:

Hypothesis 2,

Hypothesis 2b

Hypothesis 2,

Hypothesis 2 d

The regression model tested in hypothesis 3, to explain the relationship between

actual similarity-dissimilarity (attribute variables), perceived similarity-dissimilarity
(independent variables), perceived group openness to diversity (independent variables)
and team cohesion (dependent variable) in south Florida hospital CFTs is as follows:
Hypothesis 3

The regression model tested in hypothesis 4, to test the relationship between

actual similarity-dissimilarity (attribute variables), perceived similarity-dissimilarity
(independent variables), perceived group openness to diversity (independent variables),

team cohesion (independent variable), and team outcome effectiveness (dependent
variables) in hospital cross-functional teams is as follows:

Hypothesis 4,

Hypothesis 4b

Hypothesis 4,

Hypothesis 4d

Hypothesis 4,

Hypothesis 4f

The regression model tested in hypothesis 5, to explain the relationship between

actual similarity-dissimilarity (attribute variables), perceived similarity-dissimilarity
(independent variables), perceived group openness to diversity (independent variables),

team cohesion (independent variable), and team outcome effectiveness (dependent
variables) of hospital CFTs and organizational pei$ormance (KPIs) of south Florida
Hospitals is as follows:
Hypothesis 5,

Hypothesis

Hypothesis 5,

The regression model tested in hypothesis 6, to explain the relationship between
organizational characteristics (attribute variables), actual similarity-dissimilarity
(attribute variables), perceived similarity-dissimilarity (independent variables), perceived

group openness to diversity (independent variables), team cohesion (independent
variable), and team effectiveness (dependent variables) of hospital CFTs and

organizational pe$ormance (KPIs) of south Florida Hospitals is as follows:

Hypothesis 6,

Hypothesis 6b

Hypothesis 6,

Evaluation of Research Methods
In this section, internal and external validity is discussed in order to exhibit the
strengths and weaknesses of the research methods. External validity of a research study

!

is related to the degree to which findings can be generalized to other settings and
populations, while internal validity of the research study refers to inferences that can be
made about the causal relationships between attribute or independent variables and
dependent variables (Trochim, 2006).

Correlational (explanatory) research was

appropriate in this study because it "attempts to determine whether, and to what degree, a
relationship exists between two or more quantifiable variables" (Gay, 1996, p. 15). The
internal and external validity of this study were examined by evaluating the strengths and

weaknesses of the research methods. The research methods that either strengthened or
threatened internal and external validity are described.

Internal Validity
Strengths
1. The strength of correlational (explanatory) research is that it can be used to
determine whether or not there is a causal explanatory relationship between two
or more variables (Trochim, 2001).
2. The scales used in this study showed evidence of good estimates of reliability and
validity.
3. The completion of the survey in a natural environment is strength because it

avoids researcher bias, which might occur through personal contact.

4. The statistical procedures used in data analysis were rigorous, and thus
strengthened internal validity of the study findings.

Weaknesses
1. A potential threat to internal validity is if a less than adequate sample size is used
to conduct the desired statistical analysis.

2. This non-experimental study was considered weak because it did not have
randomization, controls, or manipulation of the independent variables. As a nonexperimental study, this study lacked the level of internal validity found in
experimental research designs.

External Validity
Strengths
1. Although the accessible population was small, including the entire accessible

population of CFT members in the initial sample strengthened external validity of
this study in terms of generalizability of the findings to the accessible population.

2. Data collection methods in a natural setting increase the external validity of this
study.

Weaknesses
1. Estimating the target population size was a weakness and threat to external
validity.

2. The accessible population was small, and a threat to external validity in terms of
generalizing beyond the accessible population.
3. Purposive and snowball sampling were significant threats to external validity,

including generalizing findings to the target population (population validity) and
to settings (ecological validity).

4. The weakness of purposive and snowball sampling is that it uses non-random
techniques and can introduce sampling bias, threatening external validity.
Chapter III presented the research methodology that addressed the research
questions and hypotheses about the relationships between similarity-dissimilarity, team

cohesion, team effectiveness, organizational characteristics and hospital performance
(KPIs).

This chapter included a description of the proposed research design, the

sampling plan and setting, instrumentation, human subjects' procedures, data collection
procedures, methods of data analysis, and evaluation of research methods. Chapter IV
presents the results of this study.

CHAPTER IV

RESULTS
The results of this study about the effects of relationships among actual

similarity-dissimilarity, perceived dissimilarity, perceived group openness to diversity,
team cohesion, and team outcome effectiveness of hospital cross functional teams, and
organizational performance are presented.

Chapter IV presents the psychometric

evaluation of the measurement scales used in this study. In addition, answers to the
research questions, and results of hypotheses testing are also presented for this study.
Methods of data analysis included descriptive statistics, reliability and exploratory factor
analysis (EFA), comparative analysis, and regression analysis.

Data Producing Sample
It was estimated that with an initial purposive sample of 364 followed with
snowball sampling approximately 1043 CFT members would receive an- e-mail
invitation to participate in the study. It was further estimated that this would result in a
final data producing sample of 181 respondents with a response rate of 17.4%. An e-mail
invitation was sent to an initial purposive sample of 241 contacts via email addresses.
Based on the estimated response rates and those forwarding e-mails, approximately 449
CFT members received an invitation for the second, third, and fourth snowball samples.
This resulted in an estimated 690 total sample, 206 respondents, for a response rate of
29.9%.
Of the 206 respondents, only 201 completed most of the survey. However, 16 did
not complete the questionnaires in their entirety which resulted in a total of 185
completed surveys. The valid response rate for this survey was 27% (1851690). The

final data producing sample consisted of cross-functional, multi-functional, and
interdisciplinary team members employed as a full-time employee at one of 35 of 38
(92%) eligible hospitals and related hospital sites in the south Florida; tri-county area.
Of the 185 respondents, 97 were from hospitals in Broward County which
represented the highest percentage of respondents in this study (52.4%). Miami-Dade
County was slightly over represented (1.7%). Palm Beach County was under represented
(-14.6%), and Broward County was over represented (12.9%). In terms of tax status and
legal status, 112 (60.5%) respondents were from not-for profit hospitals and 73 (39.5%)
were from for profit hospitals. There were 107 (57.8%) respondents from investor owned
hospitals and 78 (42.2%) government hospitals. The median size (licensed beds) of the
target hospitals in this study for Miami-Dade, Broward and Palm Beach counties was
395, 317, and 400 respectively.

The sample only closely represented the target

population (less than a 5% difference) for the number of hospitals from Miami - Dade,
and hospital size. There were larger differences with representation according to tax
status and legal status (underrepresented for-profit institutions and investor hospitals).
Therefore, generalizing to the target population is limited to Miami-Dade County, and
according to hospital size. The characteristics of the hospitals in terms of projected
response and actual response, and representation in this study are presented in Table 4-1.

Table 4-1

Organizational Characteristics: Projected Response and Actual Response

by County, Tax Status, Legal Classification, and Hospital Size
Hospital Characteristics (n=35)

Actual % of
Target
Population

Actual % of
Respondents
(n=185)

Difference

42.1%

43.8%

1.7%

26.3%

42.2%

15.9%

400

412

3.0%

Hospital County

Miami-Dade
Broward
Palm Beach
Tax Status

Profit
Not-for Profit
Legal Status

Investor
Government
Hospital Size (median)

Miami-Dade (n=16)
Broward (n=15)
Palm Beach (n= 4)

Validity and Reliability of the Measurement Scales

Exploratory factor analysis (EFA) was used to examine constructs based on
correlations between the items as well as to extract common factors from items
measuring the constructs. The instruments in this study were adopted from previous
studies. The Perceived Dissimilarity scale developed by Hobman et al. (2003) contains

three subscales with two items measuring visible, values, and informational similarities
related to perceptions of the respondents. The perceived group openness to diversity
instrument contains three subscales with two items each measuring visible, values, and
informational diversity.

Team cohesion was measured by the by the Index of Work

Group Cohesion, which contains five items. The Team Outcome Effectiveness scale

contains five subscales, goals (5 items), customers (5 items), timeliness (6 items), quality
(5 items), and productivity (5 items) respectively.
Before proceeding with EFA, Kaiser-Meyer-Olkin (KMO) and Bartlett's tests
were conducted to determine whether or not to continue with EFA. According to Leech
et al. (2005), the KMO values is suggested to be at least .70 as a good predictor of
sampling adequacy, while the Bartlett's test should be significant ( p < .05). The results
of the KMO and Bartlett's test are presented in Table 4-2. The results indicate that all
scales in this study had sufficient KMO values, and had sufficient Bartlett's tests to
continue with EFA to examine construct validity of the instruments.

Table 4-2

KMO and Bartlett's Tests for the Perceived Dissimilarity, Perceived Group Openness to
Diversity, Index of Work Group Cohesion, and Team Outcome Effectiveness Scales
Bartlett's Test

KMO

Construct

df
15

Sig. (P)

Perceived Similarity-Dissimilarity

350

Value
1132.100

Perceived Group Openness to
Diversity

39.5

1718.569

15

.OOO

Index of Work Group Cohesion

.904

1061.108

10

,000

Team Outcome Effectiveness

.966

10133.133

325

.OOO

.OOO

Exploratory Factor Analysis and Internal Consistency Reliability for the
Perceived Dissimilarity Scale
Validity of the Perceived Dissimilarity Scale
The Perceived Dissimilarity scale developed by Hobman et al. (2003) contains
three subscales, with two items each. The total scale was examined using principal
component analysis with varimax rotation to establish construct validity. The first
analysis presented in Table 4-3 involved selecting the number of eigenvalues greater than
1.0 and the total variance explained was 77%. A scree plot for the total scale showed one
factor with an eigenvalue greater than 1.0. Based on the results of the first analysis, the
scale was identified as unidimensional. The loadings of the six items on the one factor
for the Perceived Dissimilarity scale ranged from .794 to .917; thus, standardized
loadings were greater than the suggested minimum of 0.4 (Field, 2006).

Table 4-3

Initial Factor Analysis Using Eigenvalues Greater than 1.0 Option as Analysis Criteria
for the Perceived Dissimilarity Scale

Item
Description

Component

1
Item # 3: I feel my work values and/or motivations are dissimilar to
other group members. (Values)

.917

Item # 6: In terms of principles that guide my work (e.g. detailoriented, reward-driven) I think I'm different from other
group members. (Values)

.902

Item # 2: In terms of visible characteristics (e.g. age, gender, ethnicity)
I think I'm different from other group members. (Visible)

397

Item # 4: In terms of functional background (e.g. Professional
background and/or work experience) I think I'm different
from other group members. (Informational)

278

Item # 1: I feel I'm visibly dissimilar to other group members. (Visible)

376

Item # 5: I feel I am professionally and/or educationally dissimilar to
other group members. (Informational)

.794

A second analysis was conducted and the researcher forced the six items to load
on two factors. The loadings of the six items on the two factors for the Perceived

Dissimilarity scale ranged from .695 to .919; thus, standardized loadings were greater
than the suggested minimum of 0.4 (Field, 2006). The subscales were modified as a
result of this analysis and the modified subscale re-named as (I) visible similarity-

dissimilarity and (2) values and informational similarity-dissimilarity. The two "visible"
items (#1 and #2) loaded on Factor 1 and were retained as the subscale visible similarity-

dissimilarity. One "values" item (#3) with loadings of .695 and .599 loaded on both

Factor 1 and 2. The "informational" items (#5 and #6) as well as the remaining "values"
item (# 4) loaded on Factor 2. Item # 3 in the subscale for "values" closely loaded on
Factor 1 (.695) and Factor 2 (.599). Because the loading was sufficiently high on Factor

2, it was retained as part of the modified values and informational similarity-dissimilarity
subscale.
This EFA did not support the factor structure by Hobman et al. (2003) of
independent visible, informational, and values similarity-dissimilarity subscales. The
sums of squared loadings (SSL) for the two factor solution were also examined and
showed a distributed variance for the three factor solution was 87.81% greater than the
77% for the one factor model. The values of the SSL represent the distribution of the

variance after the varimax rotation.
The interpretation of the factor loadings for the two subscales in this study did not
confirm the construct validity of this scale by Hobman et al. (2003) of the three factors
consisting of Visible, Values, and Informational Dissimilarity: (1) respondents perceived
themselves to be visible dissimilar to their team members; (2) respondents perceived
themselves to be dissimilar in terms of their values; and (3) respondents perceived
themselves to be different in terms of informational dissimilarity. In this study, Factor 1
was named visible similarity-dissimilarity and consisted of two items with loadings of

.908 and .919. Factor 2 was named values and informational similarity-dissimilarity and
consisted of four items with loadings ranging from .599 to .916. The factor loadings for
the modified perceived similarity-dissimilarity scale resulting from exploratory factor
analysis are presented in Table 4-4. Further studies are suggested, to examine the
dimensional nature of the Perceived Dissimilarity scale.

Table 4-4

Second Analysis of Factor Loadings for the Modified Perceived Similarity-Dissimilarity
Scale
!

Item
Description

Factor 1

Factor 2

Visible
SimilarityDissimilarity

Values and
Informational
SimilarityDissimilarity

Item # 1: I feel I'm visibly dissimilar to other group members.
(Visible)

.919

.3 11

Item # 2: In terms of visible characteristics (e.g. age, gender,
ethnicity) I think I'm different from other group
members. (Visible)

.908

,337

Item # 3: I feel my work values and/or motivations are
dissimilar to other group members. (Informational)

.695

.599"

Item # 4: In terms of functional background (e.g.
professional background and/or work experience) I
think I'm different from other group members.
(Informational)

.213

.916

Item # 5: I feel I am professionally andlor educationally
dissimilar to other group members. (Informational)

,465

.780

Item # 6: In terms of principles that guide my work (e.g.
detail-oriented, reward-driven) I think I'm different
from other group members. (Informational)

.532

.744

aLoaded on two factors, and Factor 2 selected by researcher

Reliability of the Modified Perceived Similarity-Dissimilarity Scale
To examine reliability of the modified perceived similarity-dissimilarity scale,
Cronbach's alpha coefficients were calculated. Cronbach's alpha for the total scale was
1

.938. The item-total correlations and alpha if the item was deleted are presented in Table

4-5. Item-to-total correlations were all larger than .4, ranging from.706 to 372. Because
there was only a slight increase in the total scale coefficient alpha from .938 to .940 with
the modification of the scale, two items were retained in Factor 1 and four items were
retained in Factor 2. Cronbach's alphas for the subscales of visible, and values and
informational similarity-dissimilarity were, .960 and .921 respectively. Hobman et al.
(2004) found Cronbach's alpha for the total scale was .73. Cronbach's alphas for
perceived visible, informational and values dissimilarity were .67, .72, and .79
respectively (Hobman et al., 2004). With satisfactory factor and reliability analysis, the
modified perceived similarity-dissimilarity scale was used to answer research questions
and in the regression models that tested the hypotheses.

Table 4-5

Reliability Statistics for the Modijied Perceived Similarity-Dissimilarity Scale

Items Subscale Cronbach's Corrected
(a)
Alpha (a) Item-Total
(Total
Correlation
Scale)

Variables
Subscales

Visible SimilarityDissimilarity

2

(a)
If Item
Deleted
From
Total

.960

Item # I
Item # 2

336

.924

.849

.923

Values and
Informational
Similarity-Dissimilarity
Item # 3
Item # 4
Item # 5
Item # 6
Total Scale

6

.938

Exploratory Factor Analysis and Internal Consistency Reliability for the
Perceived Group Openness to Diversity Scale
Validity of the Perceived Group Openness to Diversity Scale
The Perceived Group Openness to Diversity scale developed by Hobman et al.
(2004) consists of three subscales with two items each measuring visible, values, and

information diversity. Hobman et al. (2004) conducted two confirmatory factor analyses

for the Perceived Group Openness to Diversity scale.
The total scale was examined using principal component analysis with varimax
rotation to establish construct validity. The first analysis presented in Table 4-6 involved
selecting the number of eigenvalues > 1.0 and a scree plot for the total scale consisting of
six items. The analysis resulted in an extraction of one eigenvalue greater than 1.0 and
the total variance explained was 88.75%. The scree plot analysis showed one eigenvalue
greater than 1.0. Based on the results of the first analysis, the scale was identified as
unidimensional. The loadings of the six items on the one factor for the Perceived Group
Openness to Diversity scale ranged from .896 to .959; thus, standardized loadings were

greater than the suggested minimum of 0.4 (~ield,'2006). Further studies are suggested,
to examine the dimensional nature of the Perceived Group Openness to Diversity scale.

Table 4-6

Initial Factor Analysis Using Eigenvalues Greater than 1.0 Option as Analysis Criteria
for the Perceived Group Openness to Diversity Scale

Item
Description

Component

1
Item # 4: In my team, members are keen to learn from people who have
different work values and or motivations. (Values)

.959

Item # 5: In my team, members enjoy doing jobs with people from
different professional backgrounds and/or work experiences.
(Informational)

.955

Item # 2: In my team, members make an extra effort to listen to people
of different ethnicity, gender, and/or age. (Visible)

.952

Item # 6: In my team, members make an extra effort to listen t'o people
who are from different professional backgrounds and/or work
experiences. (Informational)

.945

Item # 3: In my team, members make an extra effort to listen to people
who hold different work values, and lor motivations. (Values)

.943

Item # 1:In my team, members enjoy doing jobs with people of
different ethnicity, gender, andlor age. (Visible)

396

A second analysis was conducted and the researcher forced the six items to load
on three factors. The researcher also examined the sums of squared loadings (SSL) for
the three factor solution, which showed the distributed variance for the three factor
solution was 96.62% greater than the single factor variance of 88.75%. The values of the
SSL represent the distribution of the variance after the varimax rotation.
Loadings of the six items on the three factors for the Perceived Group Openness

to Diversity scale were at least .600; however, when considering the highest loadings, one
values and two informational items loaded on Factor 1 (named informational diversity);

one visible and one values item loaded on Factor 2 (named values diversity); and, one

visible item loaded on Factor 3 (named visible diversity). As presented in Table 4-7,
item # 2 in the subscale for visible diversity closely loaded on both Factor 2 (values

diversity .615) and Factor 3 (visible diversity .572). Because the loading was sufficiently
high on Factor 3, it was retained as part of the values diversity subscale. In addition, item
# 4 in the subscale for values diversity closely loaded on both Factor 1 (informational

diversity .671) and Factor 2 (values diversity .600). Because the loading was sufficiently
high on Factor 2, it was retained as part of the values diversity subscale. Factor loadings
ranged from 572 to 336, and the standardized loadings were greater than the suggested
minimum of .4 (Field, 2006). The interpretation of the factors loadings for the three
subscales confirmed the construct validity of this scale by'Hobman et al. (2004),
consisting of visible, values, and informational group openness to diversity, with two
items for each subscale.

Table 4-7

Second Analysis of Factor Loadings for the Perceived Group Openness to Diversity Scale
Item
Description

Item # 1: In my team, members enjoy doing
jobs with people of different
ethnicity, gender, andlor age.
(Visible)

Factor 1
Informational
Diversity

Factor 2
Values
Diversity

Factor 3
Visible
Diversity

.397

,366

336

Item # 2: In my team, members make an
extra effort to listen to people of
different ethnicity, gender, andlor
age. (Visible)
Item # 3: In my team, members make an
extra effort to listen to people who
hold different work values, and lor
motivations. (Values)
Item # 4: In my team, members are keen to
learn from people who have
different work values and or
motivations. (Values)
Item # 5: In my team, members enjoy doing
jobs with people from different
professional backgrounds andlor
work experiences. (Informational)
Item# 6: In my team, members make an
extra effort to listen to people who
are from different professional
backgrounds and/or work
experiences. (Informational)
"Factor 2 selected by researcher

.827

Reliability of the Perceived Group Openness to Diversity Scale
The Perceived Group Openness to Diversity scale reliability analysis revealed
coefficient alphas for the subscales for visible, values, and informational diversity were

.905, .941, and .910 respectively. The coefficient alpha for the total scale was .975 and
Item-total correlations ranged from 354 to .940.
Hobman et al. (2004) found similar results with Cronbach's alphas for perceived

group openness to visible diversity, .94, .88 for values diversity and .82 for informational
diversity (Hobman et al., 2004). The results of the reliability analysis for the Perceived
Group Openness to Diversity scale are presented in Table 4-8. With satisfactory factor
and reliability analysis, the Perceived Group Openness to Diversity scale and its
subscales were used to answer research questions and in the regression models that tested
the hypotheses.

Table 4-8

Reliability Statistics for the Perceived Group Openness to Diversity Scale
Variables

Visible Diversity

Items

Cronbach's
Alpha (a)

2

.905

2

,910

Cronbach's
Alpha (a)
(Total scale)

Corrected
Item-Total
Correlation

(a)
If Item
Deleted

Item # 1
Item # 2
Values Diversity

Item # 3
Item # 4
Informational Diversity

Item # 5
Item # 6
Total scale

6

.975

Exploratory Factor Analysis and Internal Consistency Reliability for the
Index of Work Group Cohesion Scale
Validity of the Index of Work Group Cohesion Scale
An analysis was conducted on the five items contained in the Index of Work

Group Cohesion scale developed by Price and Mueller (1986), using principal component
analysis with varimax rotation to establish construct validity of the instrument. Based on
one eigenvalue over one, only one factor was extracted, which accounted for 86.67% of
the observed variance. This supports the unidimensional structure of the index. The
score range for the scale ranges from 5 to 25 with higher scores indicating that members
feel their CFT has higher levels of team cohesion. The five items of the Index of Work

Group Cohesion scale with loadings ranging from .900 to .959 are presented in Table 4-

Table 4-9

Factor Loadings for Index of Work Group Cohesion Scale
Factor 1
Item
Index of Work Group
Cohesion
Item # 1: To what extent do you trust the members of your
team?
Item # 2: To what extent are the people in your team helpful in
you getting your job done?

.938

Item # 3: To what extent are the people in your group friendly?

.933

Item # 4: To what extent do the people in your team take a
personal interest in you?
Item # 5: To what extent do you look forward to being with
members of your team each day?

.959

Internal Reliability Consistency Analysis of the Index of Work Group Cohesion scale
The Index of Work Group Cohesion contains no subscales and has five items
measuring team cohesion. Reliability analysis revealed a total scale coefficient alpha of
.961. The corrected item-total correlation scores ranged from 347 to .934. Alpha if an item
was delete was no higher than the .961, therefore no items were deleted. Two studies reported
total scale scores with coefficient alphas ranging between .78 and .91. In a study by
Deeter-Schmelz, Kennedy, and Ramsey (2002) a coefficient alpha of .90 was reported for
the Index of Work Group Cohesion scale. Another study by Schrninke and Wells (1999)
reported a coefficient alpha of 32. The results of the analysis show good evidence of
internal consistency reliability of the Index of Work Group Cohesion scale are presented

in Table 4-10. With satisfactory factor and reliability analysis, the Index of Work Group

Cohesion scale was used to answer research questions and in the regression models that
tested the hypotheses.

Table 4- 10

Reliability Statistics for the Index of Work Group Cohesion Scale
Variables

Item# 1:

Cronbach's
Corrected
Item-total
Alpha (a)
(Total Scale) Correlation

To what extent do you trust the
members of your
team?

Item# 2: To what extent are the people in your
team helpful in you getting your job
done?
Item# 3: To what extent are the people in your
group friendly?
Item# 4: To what extent do the people in your
team take a personal interest in you?
Item# 5: To what extent do you look forward
to being with members of your team
each day?
Total Scale

.961

(a)
If Item
Deleted

Exploratory Factor Analysis and Internal Consistency Reliability for the
Team Outcome Effectiveness Scale
Validity of the Team Outcome Effectiveness Scale
The Team Outcome Effectiveness scale developed by Gibson et al. (2003)
contained five subscales with five items in each of the goals, customer, quality, and
productivity scales. The timeliness scale consisted of six items. The total scale was

examined using principal component analysis with varimax rotation to establish construct
validity. The first analysis involved selecting a five factor model for the anticipated
structure of the scale with five subscales of goals, customers, timeliness, quality, and
productivity. The five factor structure shows that all five of the productivity items 22 to

26 loaded on factor one with coefficient alphas ranging from .688 to .747. In addition,
quality items 18 to 21 also loaded on factor one with coefficient alphas ranging from .681

to .741. The five goal items 1 to 5 loaded on factor loaded on factor two with coefficient
alphas ranging from .761 to 369. Timeliness items 11 to 16 loaded on factor three with
coefficient alphas ranging from .562 to .691. In addition to the timeliness items, quality
item 17 also loaded on factor three with a coefficient alpha of .63 1. The customer items
7 to 10 loaded on factor four with coefficient alphas ranging from .545 to .788. Since
the scale did not result in the anticipated outcome with a five factor structure, the
researcher conducted a second analysis, which is presented in Table 4-1 1.

Table 4-11

First Analysis of Factor Loading for the Team Outcome Effectiveness Scale

Factor
Subscale 1Items

Productivity Item # 25
Quality Item # 20
Quality Item # 19
Productivity Item # 22
Productivity Item # 23
Productivity Item # 24
Quality Item # 18
Productivity Item # 26
Quality Item # 21
Goals Item # 1
Goals Item # 2
Goals Item # 3
Goals Item # 4
Goals Item # 5
Timeliness Item # 15
Timeliness Item # 14
Timeliness Item # 12
Quality Item # 17
Timeliness Item # 16
Timeliness Item # 13
Timeliness Item # 11
Customers Item # 7
Customers Item # 6
Customers Item # 9
Customers Item # 8
Customers Item # 10

1

2

3

4

.747
.741
.737
.737
.712
.711
706
.688
.681

.395
.318
.356
.368
.384
.357
.395
.408
.372

.325
,323
.361
.380
.376
.513
.502
.460
,545
.547
.453
,366
.369
.388
.394
.366
.409

329
324
.807
.792
.761

.319
.333
.285
.402
.442
.425
.311
.399
.407
.277
.285
.293
.299
.319
.691
.658
.635
.631
.626
.618
.562

.317
.339
.392
.297
.295
,323
.373
.337
.373
,296
.311
.296
.298
.331
.297
.280
.370
.316
.316
.369
.437

.291
.292
,329
.289
.364

.788
.767
.659
.652
.545

.344
.362
,412
.364
.365
.421
.451
.347
.366
.387
.447
.400

5

.002
.085
.I85
-.037
.026
.015
.230
.lo5
.241
.058
.077
.076
.043
.086
.070
-.048
.084
.I41
.I40
.lo1
.I71
-.048
-.068
.229
.283
.382

Since the scale did not result in the same items loading on the five factor
structure, the researcher conducted a second analysis. The second analysis involved
selecting the number of eigenvalues greater than 1.0 and a scree plot for the total scale.
The scree plot showed four factors with an eigenvalues greater than 1.0. The number of

factors extracted was determined by the number of items with eigenvalues greater than
1.0. In this study, eigenvalues indicated the four factors ranged from 41.10 to 1.01, and
the total variance explained was 95.60%. The loadings of the 26 items on the four factors
for the modified team outcome effectiveness scale, ranged from .549 to .820, thus,
standardized loadings were greater than the suggested minimum of 0.4 (Field, 2006). As
a result of the factor loadings for the subscale items, the researcher modified the Team
Outcome Effectiveness scale. Quality and productivity items were combined into one

subscale and re-named quality and productivy with a total of 10 items. The score range
for the modified subscale quality and productivity was 10 to 70. The score range for the
goals subscale with five items was 5 to 35, and the score range was 5 to 35 for the
customer subscale with five items. The timeliness subscale with six items had a score

range of 6 to 42.
The interpretation of the factor loadings for the modified scale did not confirm the
construct validity of the five subscales of the Team Outcome Effectiveness scale by
Gibson et al. (2003) consisting of goals, customers, timeliness, quality, and productivity.

In this study, Factor 1 was named quality and productivity with loadings ranging from
.534 to .744. Factor 2 was named goals with factor loadings ranging from .759 to 320.
Factor 3 was named customer with factor loadings ranging from .641 to .763, and Factor
4 was named timeliness with factor loadings ranging from .549 to .691. The factor
loadings for the modified team outcome effectiveness scale resulting from factor analysis
are presented in Table 4- 12.

Table 4- 12
Second Analysis of Factor Loadings for the Modified Team Outcome Effectiveness Scale
Factor
Item / Subscales

Productivity item 25
Productivity item 22
Quality item 20
Quality item 19
Productivity item 24
Productivity item 23
Quality item 18
Productivity item 26
Quality item 21
Quality item 17
Goals item 1
Goals item 2
Goals item 3
Goals item 4
Goals item 5
Customer item 7
Customer item 6
Customer item 8
Customer item 9
Customer item 10
Timeliness item 15
Timeliness item 14
Timeliness item 16
Timeliness item 12
Timeliness item 13
Timeliness item 11

1
Quality and
Productivity

2
Goals

3
Customer

4
Timeliness

.744
.731
,730
.728
.708
,707
.697
.684
,650
.534
.321
.320
.356
.374
.367
.358
.377
.357
.382
.402
.SO3
.495
.535
.453
.446
.363

.389
.362
.308
.346
.351
.378
.385
.402
.363
.356
.820
.814
.799
.788
.759
.334
.355
.432
.373
.386
.338
.357
.357
.405
.415
.441

.327
.300
,375
.451
.336
.313
.444
.375
.445
.364
.326
.345
.331
.324
.364
.763
.739
.723
.714
.641
.330
.286
.364
.406
.410
.489

.312
.401
.334
.281
.423
.441
.307
.395
.407
.636
.274
.282
.290
.295
.315
.280
.281
.278
,318
.356
.691
.651
.631
.625
.608
.549

Reliability of the Modified Team Outcome Effectiveness Scale
To examine reliability of the modified team outcome effectiveness scale,
Cronbach's alpha coefficients were calculated. Cronbach's alpha for the total scale was

,973. The item-total correlations and alpha if item deleted are shown in Table 4-13.

Item-to-total correlations were all larger than .4, ranging from 378 to .968. Cronbach's
alpha for the subscales of goals, customer, and timeliness were .987, .969, and .979
respectively. The quality and productivity subscale showed good reliability with a
subscale alpha of .988. Gibson et al. (2003) found coefficient alphas for each of the
subscales were: goals .73 to .92, customers .81 to .96, timeliness .81 to .96, and
productivity .46 to 31. According to Gibson et al. (2003), internal consistency by rater

groups was satisfactory for all subscales. However, there were no reports of the internal
consistency for the total scale. With satisfactory factor and reliability analysis, the
modified team outcome effectiveness scale was used to answer research questions and in
the regression models that tested the hypotheses.

Table 4-13

Reliability Statistics for the Modified Team Outcome Effectiveness Scale
Variables

# of Sub-

scale
Items
Goals #1
Goals #2
Goals #3
Goals #4
Goals #5
Goals
Customers #6
Customers #7
Customers #8
Customers #9
Customers #10
Customers
Timeliness #11
Timeliness #12
Timeliness #13
Timeliness #14
Timeliness #15
Timeliness #16
Timeliness
Quality #17
Quality #18
Quality #19
Quality #20
Quality #21
Productivity #22
Productivity #23
Productivity #24
Productivity #25
Productivity #26
Quality and
Productivity
Total Scale

Subscale
Cronbach's
Alpha (a)

Cronbach's
Alpha (a)
(Total
scale)

Corrected
Item-Total
correlation

(a)
If Item
Deleted

,966
.97 1
,968
.963
.953

.984
,983
.984
.984
,987

,915
.921
,927
.914
278

.961
,960
.959
.961
,967

.887
.954
.943
.907
.953
,936

,979
.973
,974
,977
,973
.975

.918
.946
,943
.917
.948
.941
.955
.946
.936
.952

,988
.987
.987
.987
.987
.987
,987
.987
.987
,987

5

6

10

26

.988
.973

Convergent and Divergent Validityfor Scales Used in the Study
To establish convergent and divergent validity of the scales used in this study,
Pearson r intercorrelations using the total sample was performed to examine the
correlations among the modified perceived similarity-dissimilarity, perceived group
openness to diversity, index of work group cohesion, and modified team outcome
effectiveness scales. As expected, there were inverse relationship (F-.43, p= .001)
between the modified perceived similarity-dissimilarity scale and the following scales,
establishing divergent validity: the perceived group openness to diversity scale (r=-.52,
p=.001), the team cohesion scale (r=-.60, p=.001), and the modified team outcome
effectiveness scale (r=-.43, p= .001).
As expected, there were positive relationships between the modified team
outcome effectiveness scale and both the perceived group openness to diversity scale ( F .66 p= .001) and the team cohesion scale (r=-.72 p= .001), establishing convergent
validity.

The results of this analysis establish both convergent validity as well as

divergent validity among the four scales used in this study. The correlation matrix of the
modified perceived similarity-dissimilarity scale, the perceived group openness to
diversity scale, the team cohesion scale, and the modified team outcome effectiveness
scale are shown in Table 4-14.

Table 4- 14

Correlation Matrix of the Perceived Similarity-Dissimilarity Scale, the Perceived Group
Openness to Diversity Scale, the Index of Work Group Cohesion Scale, and the Modified
Team Outcome Effectiveness Scale
Perceived
SimilarityDissimilarity
Total Scale
Perceived
SimilarityDissimilarity
Total Scale

Group Openness Index of Work
to Diversity
Group Cohesion
Total Scale
Total Scale
-.52**

-.60**

Modified Team
Outcome
Effectiveness
Total Scale
-.43**

Group
Openness to
Diversity
Total Scale
Index of
Work Group
Cohesion
Total Scale

**p<.Ol
Research Questions

Research Question 1
What are CFT members' actual similarity-dissimilarity, perceived similarity-

dissimilarity, perceived group openness to diversity, team cohesion, team outcome
effectiveness, characteristics of their organizations, and organizational performance?

Actual Similarity-Dissimilarity
Demographic characteristics were used to identify actual similarities and
dissimilarities among CFT members. Of the 185 respondents, the majority were females
who accounted for 65.6% of the hospital employees. The age range of respondents from
hospital teams was fairly evenly distributed for all ages except 60 or more, with 83%

between ages 30 to 59. The average age of the respondents was 42.53 years old while
the average years in their profession and tenure in their hospital of employment was 16.3
and 8.2 years respectively. The highest percentage from the occupational group was
directors from non-patient care areas (19.5%) and the lowest were executives (8.1%).
While 36% of the respondents had 1 to 3 years of college, 29.0% had four year degrees
and 20.4% had a professional degree (masters or higher). Whites (race) and non
Hispanic-Latinos (ethnicity) accounted for 52.2% and 79.6% of the respondents
respectively. The vast majority of the respondents were similar in terms of education with
almost 85% of them having some college education.

Another observed similarity

included the tenure group from 1 to 9 years, which accounted for almost 70% of the
respondents taking part in this study.
respondents is shown in Table 4-15.

Actual similarity-dissimilarity between the

Table 4-15

Actual Similarity-Dissimilarity using a Demographic Profile of the CFT Participants
(n=185)
Demographic Variables
Gender
Male
Female

Age

20-29
30-39
40-49
50-59
60 or more

Education Level

I

Professional Degree
4 Year Grad
College 1-3 years
HS Grad
HS 7-9 years
HS less than 7 years

Occupation
Executive
Director (patient care)
Director (non-patient care)
RN
Therapist
LPN
Supervisor
Line Worker

Practice Area
I

Administration
Medical Staff
Clinical Area
Support Service

Race
Asian
Black-African American
Hawaiian-Pacific Islander
White

Frequency

Valid Percent

Mean

SD

Table 4- 15 Continued
Demographic Variables

Frequency

Valid Percent

Ethnicity
Hispanic or Latino
Not Hispanic or Latino

38
147

20.5%
79.5%

Years in their Profession
1-9 years
10-15 years
16-25 years
26 years and over

45
57
48
34

24.3%
30.8%
26.0%
18.9%

Tenure
1-9 years
10-15 years
16 years and over

139
30
26

Mean

SD

16.38

9.25

8.23

6.86

69.7%
16.2%
14.1%

Perceived Similarity-Dissimilarity
In this study, the modified perceived similarity-dissimilarity is a five-point

semantic differential scale with anchors, "low" (1) and "high" (5) as the response
categories. The score range for the six item scale is 6 to 30 with high scores associated
with greater perceived dissimilarity among CFT members. Perceived similarity is the
degree to which attributes are shared by individuals with other team members and would
be associated with lower scores on the scale. The average item mean was slightly more
than "3", and the overall scale mean was 19.10 indicating a slightly more favorable
perception of similarity than dissimilarity.

Perceived Group Openness to Diversity
Perceived group openness to diversity was measured using a five-point semantic

differential scale with anchors, "low" (1) and "high" (5) as the response categories.
Therefore, the score range for the six item scale is 6 to 30. High scores are associated
with greater perceptions about openness to diversity in respondents' CFT's. The average

item mean was slightly less than "3", and the overall scale mean was 17.12 indicating a
slightly less favorable perception of group openness to diversity.
Team Cohesion

Team cohesion, measured by The Index of Work Group Cohesion scale, is a five
item semantic differential, unidimensional scale and all items are positively worded. The
scale has anchors of "low" (1) and "high" (5) as the response categories. The score range
is from 5 to 25 with higher scores associated with greater levels of cohesion in the
respondents' CFT. The average item mean was slightly more than "3", and the overall
scale mean was 15.55 indicating a more favorable perception of team cohesion.
Team Outcome Effectiveness

Team outcome effectiveness was measured using a seven-point rating scale named
the modified team outcome effectiveness scale. The original scale consisted of 26 items
with five subscales; goals, customers, timeliness, quality, and productivity.

After

conducting an EFA analysis, the scale was modified by combining the quality and

productivity subscales, which were re-named quality and productivity. The modified
scale retained all 26 items.

The subscale scores for the five-items of goals and

customers range from 5 to 35 for each subscale. The subscale score for timeliness ranges
from 6 to 42, and the subscale score for quality and productivity ranges from 10 to 70.
The total score range for the scale is 26 to 182. Higher scores indicate perceptions of
better team effectiveness. The average item mean was more than "4", and the overall
scale mean was 19.10 indicating a more favorable perception of team effectiveness. The
average item rating and means scores for the perceived similarity-dissimilarity perceived

group openness to diversity, Index of Work Group Cohesion, and modified team outcome
effectiveness scales are shown in Table 4-16.
Table 4- 16

Average Item Ratings and Mean Scores for the Modified Perceived SimilarityDissimilarity, Perceived Group Openness to Diversity, Index of Work Group Cohesion,
and Modified Team Outcome Effectiveness Scales
Variable Name (subscales and total scale)

Average
Item
Rating

Subscale /
Total Scale
Mean

3.10
3.23

6.20
12.90

3.18

19.10

Openness to Visible Diversity (Range 2 to 10)
Openness to Value Diversity (Range 2 to 10)
Openness to Informational Diversity (Range 2 to 10)
Total Scale (Range 6 to 30)

2.92
2.83
2.80
2.85

5.84
5.65
5.60
17.12

Index of Work Group Cohesion. (5 Items Rated 1 to 5)
Total Scale (Range 5 to 25)

3.11

15.55

4.96
5.12
5.12
5.00
5.00

24.73
25.60
30.73
50.00
130.00

Modified Perceived Similarity-Dissimilarity
Visible Similarity-Dissimilarity(Range 2 to 10)
Values and Informational Similarity-Dissimilarity(Range 4 to
20)
Total Scale (Range 6 to 30)

Perceived Group Openness to Diversity

Modified Team Outcome Effectiveness (26 Items, Rated 1to 7)
Goals (Range 5 to 35)
Customers (Range 5 to 35)
Timeliness (Range 6 to 42)
Productivity an Quality-Performance (Range 10 to 70)
Total Scale (Range 26 to 182)

Characteristics of CFT Member Organizations
Of the 185 respondents, 97 were from hospitals in Broward County which
represented the highest percentage of respondents in this study (52.4%). Miami-Dade
and Palm Beach counties respondents accounted for 43.8% and 3.8% respectively. There
were only seven total responses from Palm Beach County hospitals. In terms of tax
status and legal status, 112 (60.5%) respondents were from not-for profit hospitals and
107 (57.8%) were from investor owned hospitals. Hospital size was categorized into
three groups; 200 to 300 beds, 301 to 500 beds, and 501 to 1498 beds. Hospitals between
200 to 300 beds had 28% of the respondents while hospitals between 301 to 500 and 501
to 1498 had 40% and 32% respectively. A frequency distribution of the characteristics of
hospitals is presented in Table 4-17.

Table 4-17

Frequency Distribution of the Respondents' Hospital of Employment by Range, Hospital
County, Tax Status, Legal Status, and Hospital Size
Frequency

Valid %

Legal Status
(n=185)
Investor Owned
Government

107
78

57.8%
42.2'%

Hospital Size
(n=185)
200-300
301-500
501-1498

52
74
59

28.1%
40.0%
31.9%

Mean

SD

Hospital County

Palm Beach
Broward
Miami-Dade
Tax Status
(n=185)
For-Profit
Not for-profit

Organizational Performance of CFT Members
A search of publicly available data from JCAHO with regard to hospital survey
results, including Management of the Environment of Care (EC) scores, yielded data for

23 of the 38 hospitals in the tri-county area included in this study. Public information
from the Agency for Healthcare Administration (AHCA) provided length of stay (LOS)
data for all 38 hospitals. EC percent scores for the final sample of hospitals showed no
statistical variations between hospitals and would serve no statistical purpose because the
variation (94% to 100%) and sample size (23 hospitals) was small. Subsequently, those
data were not included in this study. The EC percentile scores available for the most

recent JCAHO survey which included the Management of the Environment of Care were
categorized using the median. The median for the total sample was 61.25% with a range
from 42.25% to 81.00%. The mean for the variable EC Percentile was 61.94. The
average LOS was categorized using the median, which was 5.0 days with a range from
4.3 days to 6.1 days. The mean for the variable LOS was 5.10. The frequency
distribution of the respondents' hospital of employment by EC percentile and LOS is
shown Table 4-18.
Table 4- 18
Frequency Distribution of the Respondents' Hospital of Employment by the Key
PerJ6omance Indicators EC Percentile and Length of Stay

Hospital Performance
(KPIs)

Frequency

Valid %

EC Percentile (%)
(n=126)

LOS (days)
(n=185)
5.0 and below
5.1 and above

105

56.8%

Mean

SD

61.94

9.76

Research Question 2
Are there differences in CFT members' perceived similarity-dissimilarity,
perceived group openness to diversity, team cohesion, team outcome effectiveness,

characteristics of their organizations, and performance of their organizations according to
actual similarity-dissimilarity?

Independent t-test Comparisons According to Gender and Ethnicity
Independent t-tests were used to determine if the means of two sample
distributions differ significantly from each other. The comparison between the means for
male and female CFT members' responses to questions related to perceived similaritydissimilarity, perceived group openness to diversity, team cohesion, and team outcome
effectiveness of their hospital teams shown in Table 4-19. In addition, the means for EC
percentile and LOS for each participant's hospital of employment was compared. Both

males and females showed high levels of perceived dissimilarity. However, female CFT
members' rated their teams as having more cohesion (M = 15.70), than did their male
CFT members (M = 15.13).

On average, males rated their CFT's as being more

effective (M = 131.84) than their female team members (M = 131.0). Male and female
respondents were equally represented with a mean of 5.1 for LOS at the hospitals of their
employment. Both male and female respondents were fairly equally represented across
the range of hospitals in terms of the hospitals EC percentile score. Males had a mean of
61.0 while females had a mean of 62.0 and the differences were not significant, ( p = >
.05).

Table 4-19

Comparison of the Mean Scores for the Perceived Similarity-Dissimilarity, Perceived
Group Openness to Diversity, Team Cohesion, Team Outcome Effectiveness, LOS and
EC Percentile According to Gender: Independent t-tests
Variable

Gender (mean)

t

sip. (P)

Males

Females

Modified Perceived SimilarityDissimilarity (N=184)
Total Scale (Range 6 to 30)

18.6

19.3

-30

.90

Perceived Group Openness to
Diversity (N=184)
Total Scale (Range 6 to 30)

17.1

17.1

-.02

.64

Team Cohesion (N=185)
Total Scale (Range 5 to 25)

15.1

15.7

-.80

.67

Modified Team Outcome
Effectiveness (N=184)
Total Scale (Range 26 to 182)

131

131

-.05

.48

Length of Stay (LOS) (N=185)

5.1

5.1

-.08

.46

Environment of Care
(EC)Percentile (N=126)

The differences in means between Hispanic-Latinos' and non Hispanic-Latinos'
with regard to perceived similarity-dissimilarity, perceived group openness to diversity,

team cohesion, team outcome effectiveness, EC percentile, and LOS is shown in Table 420.

Both Hispanic-Latinos and non Hispanic-Latinos perceived high levels of

dissimilarity in their CFT's, with Hispanic-Latinos showing more perceived dissimilarity
(M = 19.70) than their non Hispanic-Latino team members (M = 18.92). CFT's were

perceived as more open to diversity by Hispanic-Latinos (M = 17.70) than their nonHispanic-Latino team members (M = 16.94). On average, Hispanic-Latinos rated their
team cohesion as moderately high (M = 15.53). Similarly, non Hispanic-Latinos also

viewed their teams as cohesive (M = 15.50). On average, Hispanic-Latinos rated their
teams as more effective (M = 134.11) than their non Hispanic-Latino team members (M
= 131.01). Both Hispanic-Latinos and non Hispanic-Latino respondents were equally

represented across the range of LOS at the hospitals of their employment. The mean for
both males and females was 5.1.

Both Hispanic-Latinos and non Hispanic-Latino

respondents were equally represented across the range of hospitals in terms of the
hospitals ECpercentile score. Hispanic-Latinos had a mean of 61.0 while Non Hispanic~ a t i n o had
s a mean of 62.0.

Table 4-20
Comparison of the Mean Scores for the Perceived Similarity-Dissimilarity, Perceived
Group Openness to Diversity, Team Cohesion, Team Outcome Effectiveness, LOS, and

EC Percentile According to Ethnicity: Independent t-tests

Variable

Ethnicity (mean)
Hispanic
or Latino

Not
Hispanic or
Latino

Modified Perceived SimilarityDissimilarity (N=184)
Total Scale (Range 6 to 30)

19.7

Perceived Group Openness to
Diversity (N= 184)
Total Scale (Range 6 to 30)

t

Sig. 01)

18.9

.68

.5 1

17.7

16.9

.66

.07

Team Cohesion (N=185)
Total Scale (Range 5 to 25)

15.5

15.5

.05

.58

Modified Team Outcome
Effectiveness (N=184)
Total Scale (Range 26 to 182)

134.0

131.0

.7 1

.74

Length of Stay (LOS)(N=185)

5.1

5.1

.25

.94

Environment of Care (EC)
Percentile (N=126)

61.0

62.0

-.40

.20

ANOVA Comparisons According to Race, Education, Occupation, Practice Area, Age
and Tenure
One-way ANOVA's were performed to examine differences for each of the
dependent variables according to the attribute variable race. Six variables (perceived
similarity-dissimilarity, perceived group openness to diversity, team cohesion, team

outcome effectiveness, EC percentile, and LOS) were compared using ANOVA @ < .05),

and if there was a significant F value, Tukey's post-hoc comparisons were examined.
ANOVA comparisons showed no significant differences for perceived similaritydissimilarity as shown in Table 4-21. Although not significant, there were trend

differences for the values and informational dimensions of perceived similaritydissimilarity where Asians had the highest means and African American Blacks had the

lowest mean (p=.77). For perceived group openness to diversity, ANOVA showed no
significant differences. Although not significant, there was a trend difference for the
informational dimension of perceived group openness to diversity where Asians had the

highest mean and African American Blacks had the lowest mean ( p = .76). For team
cohesion, ANOVA showed no significant differences. Although not significant, there

was a trend difference for the goals dimension of team outcome effectiveness, where
Asians had the highest mean and Blacks had the lowest mean (p = .07). ANOVA showed
no significant differences for EC percentile or LOS according to the attribute variable
race (Asian, Black or African American, and White).

Table 4-2 1

ANOVA with Post Hoc Comparisons of Perceived Similarity-Dissimilarity, Perceived
Group Openness to Diversity, Team Cohesion, Team Outcome Effectiveness, and KPI's
EC Percentile and LOS According to Race
Variable / Race Category

Perceived SimilarityDissimilarity
Visible (n=183)
Asian
Black African
American
White
Values and
Informational (n=183)
Asian
Black African
American
White
Group Openness to
Diversity
Visible (n=183)
Asian
Black African
American
White
Values (n=183)
Asian
Black African
American
White
Informational (n=183)
Asian
Black African
American

N

Mean

23
63

6.2
6.1

97

6.3

23
63

13.4
12.7

97

12.9

23
63

6.4
5.6

97

5.9

23
63

6.3
5.4

97

5.6

23
63

5.9
5.5

F

Sig. (p)

.058

.94

.259

.77

1.30

.28

1.70

.19

.270

.76

Tukey's Post
Hoc
Comparison

Table 4-2 1 Continued

Variable 1Race Category

Team Cohesion (n=184)
Asian
Black African
American
White
Team Outcome
Effectiveness
Goals (n=183)
Asian
Black African
American
White
Customers (n=183)
Asian
Black African
American
White
Timeliness (n=183)
Asian
Black African
American
White

,

N

Mean

23
64

16.4
15.1

97

15.6

23
63

26.1
23.3

97

25.3

23
63

26.3
24.8

97

25.9

23
63

32.0
29.3

97

31.4

F

Sig. @)

.769

.46

2.60

.07

325

.44

1.73

.18

Tukey's Post
Hoc
Comparison

Table 4-2 1 Continued

Variable 1 Race Category

Quality and
ProductivityPerformance (n=183)
Asian
Black African
American
White
EC Percentile (n=126)
42.25% - 81.00%
Asian
Black African
American
White
LOS (n=184)
4.3 - 6.1 days
Asian
Black African
American
White

N

Mean

23
63

52.4
48.0

97

50.9

15
44

59.0
61.0

67

63.0

23
65

5.0
5.0

97

5.1

F

Sig. (p)

1.21

.30

1.5

.20

.50

.60

Tukey's Post
Hoc
Comparison

One-way ANOVA was performed to examine differences for each of the
dependent variables according to education. The group grades 7-9 was underrepresented
(n=2) and was not used as part of this analysis.
ANOVA showed no significant differences (p = <.05) between the dependent
variables perceived similarity-dissimilarity and perceived group openness to diversity,
and education. Although not significant, there was a trend difference for the values and
informational dimensions of perceived group openness to diversity, where those with
professional degrees had the highest means (M = 16.6) and those who were high school
graduates had the lowest means (M = 14.9). ANOVA showed significant differences for

team cohesion ( F = 3.01, p = .02). Tukey's post hoc analysis indicated that CFT

members with professional degrees (p = .lo) believed their teams were more cohesive
than did the CFT members who were high school graduates (p = .07). Post hoc analysis
also showed that CFT members with 4 year degrees (M = 16.4) believed their teams were
more cohesive than CFT members who were High School graduates (M = 14.9). For the
goals dimension of team outcome effectiveness, although not significant, there was a
trend difference where those with professional degrees had the highest mean while High
School graduates had the lowest mean ( p = .06). ANOVA showed significant differences

(F= 2.70, p = .03) for the five-item customer score. Tukey's post hoc analyses indicated
that responses to the five customer items resulted in CFT members with professional
degrees (M = 27.70) rating their teams as more effective in terms of customers, compared
to CFT members who were high school &aduates (M = 22.90). ANOVA showed no
significant differences between ECpercentile and LOS according to education.
ANOVA comparisons among perceived similarity-dissimilarity, perceived group

openness to diversity, team cohesion, team outcome effectiveness, EC percentile, and

LOS according to the variable education (Professional Degree, 4-year graduate, College 1
to 3 years, and High School graduate) are presented in Table 4-22.

Table 4-22

ANOVA with Post Hoc Comparisons of Perceived Similarity-Dissimilarity, Perceived
Group Openness to Diversity, Team Cohesion, Team Outcome Effectiveness, EC
Percentile, and LOS According to Education

Variable / Education
Category
Perceived SimilarityDissimilarity Frequency
Visible
Professional Degree
4-year graduate
College 1-3 years
High School graduate
Values and
Informational
Professional Degree
4-year graduate
College 1-3 years
High School graduate
Group Openness to
Diversity
Visible
Professional Degree
4-year graduate
College 1-3 years
High School graduate
Values
Professional Degree
4-year graduate
College 1-3 years
High School graduate
Informational
Professional Degree
4-year graduate
College 1-3 years
High School graduate

N

Mean

37
54
66
24

5.9
5.9
6.6
6.3

37
54
67
24

12.9
12.3
13.5
12.8

37
54
67
24

6.4
6.2
5.4
5.4

37
54
67
24

6.2
5.9
5.3
5.1

37
54
67
24

6.2
5.9
5.3
5.0

F

Sig. ( p )

244

.50

.766

.86

2.10

.10

2.40

.07

Tukey's Post
Hoc
Comparison

Table 4-22 Continued

Variable / Education
Category
Team Cohesion
Professional Degree
4-year graduate
College 1-3 years
High School graduate
Prof. Degree >HS Grad
4 Year Grad >HS Grad
Team Outcome
Effectiveness
Goals
Professional Degree
4-year graduate
College 1-3 years
High School graduate
Customers
Professional Degree
4-year graduate
College 1-3 years
High School graduate
Prof. Degree >HS Grad
Timeliness
Professional Degree
4-year graduate
College 1-3 years
High School graduate
Quality and
ProductivityPerformance
Professional Degree
4-year graduate
College 1-3 years
High School graduate

N

Mean

37
54
67
24

16.6
16.4
14.9
13.4

37
54
67
24

27.20
24.80
23.90
22.96

37
54
67
24

27.70
26.20
24.90
22.90

F

Sig. ( p )

3.01

.02

2.30

.06

2.70

.03

Tukey's Post
Hoc
Comparison

.

.023
37
54
67
24

37
54
67
24

1.23

.30

1.90

.12

32.20
31.80
29.80
28.60

53.50
52.20
47.70
46.50

Table 4-22 Continued

Variable / Education
Category
EC Percentile (n=125)
42.25% 81.00%
Professional Degree
4-year graduate
College 1-3 years
High School graduate
LOS (n=183)
4.3 -6.1 days
Professional Degree
4-year graduate
College 1-3 years
High School graduate

N

Mean

-

28
38
42
17
38
54
67
24

F

Sig. ( p )

.14

.93

1.6

.20

Tukey's Post
HOC
Comparison

61.0
62.0
62.0
61.0
5.0
5.0
5.0
5.0

One-way ANOVA were performed to examine differences for each of the
dependent variables according to the actual similarity-dissimilarity variable occupation.
ANOVA showed significant differences in perceived visible similarity-dissimilarity ( F =

2.38, p = .02). Tukey's post hoc indicated that line workers (M = 7.3) perceived more
visible dissimilarity in their CFTs than did non-patient care directors (M = 5.3).

For

perceived group openness to visible diversity, ANOVA showed significant differences (F
= 6.15, p = .000). Tukey's post hoc indicated that executives perceived more openness to

visible diversity (M = 76.) than RN's (M = 5.7), Therapists (M = 4.8), LPN's (M = 5.0),
and Line Workers (M = 4.6). Tukey's post hoc also indicated that Directors in patient
care areas perceived more openness to diversity (M=7.0) than Therapists (M=4.8) and
Line Workers (M=4.6).

Tukey's post hoc indicated that non Patient Care Directors

perceived more openness to visible diversity in their CFTs (M=6.5) than Line Workers

(M=4.6).

For the values subscale, ANOVA showed significant differences (F=5.50,

p=.000). Tukey's post hoc indicated that Executives perceived more openness to values
diversity (M = 7.5) than RN's (M = 5 3 , Therapists (M = 4 . 3 , LPN's (M = 5.0), and

Line Workers (M = 4.4). Tukey's post hoc also indicated that Directors of patient care
areas perceived more openness to values diversity (M = 6.5) than Line Workers (M =

4.4).

Tukey's indicated that non patient care directors perceived more openness to

values diversity (M = 6.3) than line workers (M = 4.4). For the infornational diversity

subscale, ANOVA showed significant differences (F=6.61, p=.OO). Tukey's post hoc
indicated that Executives perceived more openness to informational diversity (M = 7.5)
than RN's (M = 5.3), Therapists (M = 4.3), LPN's (M = 5.0), and Line Workers (M =

4.3). Tukey's post hoc also indicated that Directors of patient care areas perceived more
openness to informational diversity (M = 6.8) than Therapists (M = 4.3) and Line
Workers (M = 4.3). Tukey's post hoc indicated that non patient care directors perceived
more openness to informational diversity (M = 6.3) than both Therapists (M = 4.3) and
Line Workers (M = 4.3).
For team cohesion, ANOVA showed significant differences ( F = 5.63, p = .00).
Tukey's post hoc indicated that Executives felt their CFT were more cohesive (M = 19.8)
than RN's (M = 15.6), Therapists (M = 14.3), LPN's (M = 14.1), and Line Workers (M =

12.4). Tukey's also indicated that Directors of patient care areas felt their CFTs were
more cohesive (M = 16.9) than Line Workers (M = 12.4), while Directors of non patient
care areas felt their teams were more cohesive (M = 16.4) than Line Workers (M = 12.4).
ANOVA showed that responses to the goals subscale of the team outcome
effectiveness scale showed significant differences (F= 4.63, p = .003). Tukey's post hoc

indicated that Executives rated their teams as more effective in meeting their goals (M =

30.0) than RN's ( M = 23.5), Therapists ( M = 22.0), LPN's ( M = 21.0), and Line Workers

( M = 23.0). Tukey's post hoc also indicate that directors of non patient care areas rated
their CFTs as more effective in terms of meeting their goals ( M = 26.7) than LPN's ( M =
23.0). For the customer subscale of team effectiveness, ANOVA showed significant
differences (F = 3.30, p = .001). Tukey's post hoc indicated that Executives rated their
teams as more effective in terms of meeting customer expectations ( M = 30.07) than
Therapists ( M = 23.8), LPN's ( M = 25.3), and Line Workers ( M = 23.4). For the
timeliness subscale of team outcome effectiveness, ANOVA showed significant
differences ( F = 2.30, p = .003). Tukey's post hoc indicated that Executives felt their
teams were more effective in terms of timeliness ( M =35.6) than Line Workers ( M =
27.3). For the quality and productivity subscale of team outcome effectiveness, ANOVA
showed significant differences ( F = 3.10, p = .004). Tukey's post hoc indicated that
Executives felt their teams were more effective in terms of quality and productivity ( M =
61.4) than Therapists ( M = 46.6), LPN's (M = 44.5), and Supervisors ( M = 51.7).
ANOVA showed no significant differences between EC percentile and LOS according to
the variable occupation.

ANOVA comparisons of the dependent variables and

occupation (Executive, Director Patient Care, Director non Patient Care, RN's, Therapist,
LPN's, Supervisor, and Line Worker) are presented in Table 4-23.

Table 4-23

ANOVA with Post Hoc Comparisons of Perceived Similarity-Dissimilarity, Perceived
Group Openness to Diversity, Team Cohesion, Team Outcome Effectiveness, EC
Percentile, and LOS According to Occupation.

Variable / Occupation
Category
Perceived SimilarityDissimilarity Frequency
Visible
Executive
Director Patient Care
Director Not Patient
Care ,
Registered Nurse
Therapist
Licensed Practical
Nurse
Supervisor
Line Worker
Line Worker>Dir. Not Pt

N

Mean

15
17
36

5.7
5.9
5.3

26
18
18

6.2
7.2
6.6

26
27

6.0
7.3

F

Sig. 01)

2.38

.02

Tukey's Post
HOC
Comparison

.016

Table 4-23 Continued

Variable 1 Occupation
Category
Values and
Informational
Executive
Director Patient Care
Director Not Patient
Care
Registered Nurse
Therapist
Licensed Practical
Nurse
Supervisor
Line Worker
Group Openness to
Diversity
Visible
Executive
Director Patient Care
Director Not Patient
Care
Registered Nurse
Therapist
Licensed Practical
Nurse
Supervisor
Line Worker
Executive >RN
Executive >Therapist
Executive >LPN
Executive >Line Worker
Dir. Pt. Care>Therapist
Dir. Pt Care >Line Worker
Dir. Not Pt Care>Line
Worker

N

Mean

15
17
36

11.0
13.4
12.3

26
18
18

12.9
14.1
12.6

26
28

12.4
13.0

15
17
36

7.6
7.0
6.5

26
18
18

5.7
4.8
5.0

26
28

6.0
4.6

F

Sig. ( p )

.16

.14

6.15

.OOO

Tukey's Post
Hoc
Comparison

.046
.001
.006
.OOO
.027
.002
.003

Table 4-23 Continued
Variable / Occupation
Category

Values
Executive
Director Patient Care
Director Not Patient
Care
Registered Nurse
Therapist
Licensed Practical
Nurse
Supervisor
Line Worker
Executive >RN
Executive >Therapist
Executive >LPN
Executive >Line Worker
Dir. Pt CareBLine Worker
Dir Not Pt care>Line
Worker
Informational
Executive
Director Patient Care
Director Not Patient
Care
Registered Nurse
Therapist
Licensed Practical
Nurse
Supervisor
Line Worker
Executive >RN
Executive >Therapist
Executive >LPN
Executive >Line Worker
Dir. Pt Care>Therapist
Dir. Pt Care>Line Worker
Dir Not Pt care>Therapist
Dir Not Pt care>Line Work

N

Mean

15
17
36

7.5
6.5
6.3

26
18
18

5.5
4.5
5.0

26
28

5.9
4.4

F

Sig. 01)

5.50

.OOO

Tukey's Post
Hoc
Comparison

.047
.001
.006
.OOO
.023
.009
6.61
15
17
36

7.5
6.8
6.3

26
18
18

5.3
4.3
5.0

26
28

5.9
4.3

.OOO

.024
.OOO
.008
.OOO
.007
.001
.021
.003

Table 4-23 Continued

Variable 1 Occupation
Category
Team Cohesion
Executive
Director Patient Care
Director Not Patient
Care
Registered Nurse
Therapist
Licensed Practical
Nurse
Supervisor
Line Worker
Executive >RN
Executive >Therapist
Executive >LPN
Executive >Line Worker
Dir. Pt Care>Line Worker
Dir Not Pt care>Line
Worker
Team Outcome
Effectiveness
Goals
Executive
Director Patient Care
Director Not Patient
Care
Registered Nurse
Therapist
Licensed Practical
Nurse
Supervisor
Line Worker
Executive >RN
Executive >Therapist
Executive >LPN
Executive >Line Worker
Dir Not Pt care>LPN

N

Mean

15
17
36

19.8
16.9
16.4

26
18
18

15.6
14.3
14.1

26
28

15.8
12.4

15
17
36

30.0
26.7
26.7

26
18
18

23.5
22.0
21.0

26
28

25.0
23.0

F

Sig. ( p )

5.63

.OOO

4.63

.003

Tukey's Post
Hoc
Comparison

.018
.004
.001
.006
.023

Table 4-23 Continued

Variable 1 Occupation
Category
Customers
Executive
Director Patient Care
Director Not Patient
Care
Registered Nurse
Therapist
Licensed Practical
Nurse
Supervisor
Line Worker
Executive >Therapist
Executive >LPN
Executive >Line Worker
Timeliness
Executive
Director Patient Care
Director Not Patient
Care
Registered Nurse
Therapist
Licensed Practical
Nurse
Supervisor
Line Worker
Executive >Line Worker

N

Mean

15
17
36

30.7
27.1
26.8

26
18
18

25.5
23.8
25.3

26
28

25.3
23.4

F

Sig. 07)

3.30

.001

Tukey's Post
Hoc
Comparison

.02 1
.006
.004
2.30
15
17
36

35.6
31.9
32.2

26
18
18

30.0
29.4
28.4

26
28

31.8
27.3

.031

.021

Table 4-23 Continued

Variable 1 Occupation
Category
Quality and
ProductivityPerformance
Executive
Director Patient Care
Director Not Patient
Care
Registered Nurse
Therapist
Licensed Practical
Nurse
Supervisor
Line Worker
Executive >Therapist
Executive >LPN
Executive >Supervisor
EC Percentile (n=126)
42.25% - 81.00%
Executive
Director Patient Care
Director Not Patient
Care
Registered Nurse
Therapist
Licensed Practical
Nurse
Supervisor
Line Worker

N

Mean

14
17
36

61.4
52.4
52.2

26
18
18

50.0
46.6
44.5

26
28

51.7
44.5

14
14
23

60.0
64.0
61.0

16
10
11

63.0
62.0
62.0

22
16

65.0
62.0

F

Sig. @)

3.10

.004

1.1

.30

Tukey's Post
Hoc
Comparison

Table 4-23 Continued

Variable / Occupation
Category

N

Mean

15
18
36

5.2
5.0
5.2

26
18
18

5.0
5.O
5.2

26
28

5.0
5.0

F

Sig. 01)

2.0

.05

Tukey's Post
Hoc
Comparison

LOS (n=185)

4.3-6.1 days
Executive
Director Patient Care
Director Not Patient
Care
Registered Nurse
Therapist
Licensed Practical
Nurse
Supervisor
Line Worker

One-way ANOVA were performed to examine differences for each of the
dependent variables according to professional practice area. Because the sample for the
category Medical Staff (n=4) was not sufficient, it was not included in the analyses.
For the visible subscale of perceived similarity-dissimilarity, ANOVA showed
significant differences ( F = 3.18, p = .044). Tukey's post hoc indicated that staff who
practiced in a Clinical area perceived more dissimilarity (M = 6.4) than Administrators

(M = 5.2). Both staff who practiced in a Clinical area (M = 13.2) and Support staff (M =
13.0) perceived more dissimilarity in their CFT's than Administrators (M = 11.4). For
the perceived group openness to diversity subscale visible, both staff who practiced in a
Clinical area (M = 5.5) and Support staff (M = 5.8) perceived less openness to diversity
in their CFTs than Administrators (M = 7.1). For the values subscale of perceived group
openness to diversity, ANOVA showed significant differences (F = 8.5, p = .000).

Tukey's post hoc indicated that Administrators perceived more values diversity in their

CFTs (M = 7.0) than Support staff (M = 5.7). ANOVA showed significant differences in
the responses to the informational subscale of perceived group openness to diversity ( F =
9.6, p = .000).

Tukey's post hoc indicated that Administrators perceived more

information diversity (M = 7.1) than Support staff (M = 5.6) in their CFTs. For team
cohesion, ANOVA showed significant differences (F = 8.2, p = 000). Tukey's post hoc

indicted that Administrators felt their teams were more cohesive (M = 18.3) than both
staff who practiced in a Clinical area (M = 15.2) and Support staff (M = 14.8).
In this study, the modified team outcome effectiveness scale measured ratings of

respondents to four dimensions of effectiveness (goals, customers, timeliness, and quality
and productivity). As shown in Table 4-2, administrators rated their teams as more

effective than both staff that practiced in a Clinical area and Support staff in the four
dimensions. ANOVA showed significant differences in responses for the goals subscale
of team outcome effectiveness ( F = 7.4, p = 001). Tukey's post hoc indicated that
Administrators rated their teams as more effective (M = 27.9) in meeting their goals than
Clinical staff (M = 23.2). For the customer subscale of team outcome effectiveness,
ANOVA showed significant differences ( F = 4.7, p = .011). Tukey's post hoc indicated
that Administrators rated their teams as more effective in terms of meeting the
expectations of customers (M = 28.4) than both staff who practiced in a Clinical area (M
= 24.7) and Support staff (M = 24.9).

ANOVA showed significant differences in the

responses to the six items of the timeliness subscale of team outcome effectiveness ( F =
4.4, p = .003). Tukey's post hoc indicated that Administrators rated their teams as more
effective in terms of timeliness (M = 34.2) than Clinical staff (M = 29.5). For the quality
and productivity dimension of team outcome effectiveness, ANOVA showed significant

differences (F= 5.5, p = .005). Tukey's post hoc indicated that Administrators rated their
teams as more effective in terms of meeting quality and productivity expectations (M =
56.7) than both staff who practiced in a Clinical area (M = 46.7) and Support staff (M =
50.0). ANOVA showed no significant differences in the responses in terms of EC
percentile or LOS. Although not significant, there was a trend difference for LOS, where

Support staff had the highest mean and staff who practiced in a Clinical area had the
lowest mean ( p = .025).
Table 4-24
ANOVA with Post Hoc Comparisons of Perceived Similarity-Dissimilarity, Perceived
Group Openness to Diversity, Team Cohesion, Team Outcome Effectiveness, EC
Percentile, and LOS According to Professional Practice Areas

Variable 1Practice Area
Category
Perceived SimilarityDissimilarity
Visible
Administration
Clinical Staff Areas
Support Staff
Clinical Staff>Admin.
Values and
Informational
Administration
Clinical Staff Areas
Support Staff
Group Openness to
Diversity
Visible
Administration
Clinical Staff Areas
Support Staff

N

33
89
56

Mean

F

Sig. @)

3.2

.04

2.9

.06

5.2
6.4
6.2

33
90
56

11.4
13.2
13.0

33
90
56

7.1
5.5
5.8

Tukey's Post
Hoc
Comparison

Table 4-24 Continued

Variable /Practice Area
Category
Values
Administration
Clinical Staff Areas
Support Staff
Admin>Support Staff
Informational
Administration
Clinical Staff Areas
Support Staff
Admin>Support Staff
Team Cohesion
Administration
Clinical Staff Areas
Support Staff
Admin>Clinical Staff Areas
Admin>Support Staff
Team Outcome
Effectiveness
Goals
Administration
Clinical Staff Areas
Support Staff
Admin>Clinical Staff Areas
Customers
Administration
Clinical Staff Areas
Support Staff
Admin>Clinical Staff Areas
Admin>Support Staff
Timeliness
Administration
Clinical Staff Areas
Support Staff
Admin>Clinical Staff
Quality and Productivity
Performance
Administration
Clinical Staff Areas
Support Staff
Admin>Clinical Staff Areas
Admin>Support Staff

N

33
90
56

Mean

F

Sig. @)

8.5

.OO

9.6

.OO

8.2

.OO

Tukey's Post
Hoc
Comparison

7.0
5.3
5.7
.017

33
90
56

7.1
5.2
5.6
.005

33
90
56

18.3
15.2
14.8
.OO 1
.001

33
90
56

7.4

.OO

4.7

.01

27.9
23.2
25.0
.001

33
90
57

28.4
24.7
24.9
.009
.032
4.4

33
90
57

34.2
29.5
30.3

33
89
57

56.7
46.7
50.0

.01

.003
.042

Table 4-24 Continued

N

Mean

EC Percentile (n=179)
42.25% - 81.00%
Administration
Clinical Staff Areas
Support Staff

25
59
39

61.0
64.0
60.0

LOS (n=183)
4.3 - 6.1 days
Administration
Clinical Staff Areas
Support Staff

34
90
57

5.2
5 .O
5.2

Variable / Practice Area
Category

,

F

Sig. ( p )

1.9

.15

3.8

.025

Tukey's Post
Hoc
Comparison

One-way ANOVA were performed to examine differences for each of the

dependent variables according to age. Because the age group of 60 and over were
underrepresented (n=7), they were excluded from this analysis.

ANOVA showed

significant differences (F = 3.10, p = .017). Tukey's post hoc indicated that CFT
members between the ages 50 to 59 years old (M = 6.5) perceived more dissimilarity in
their CFTs than those CFT members who were 20 to 29 years old (M = 4.9). For team
cohesion, while there were no significant differences at the .05 level of significance
according age range, there was some variation in the team cohesion scale according to
age range. ANOVA showed no significant differences in the responses in terms of either

EC percentile or LOS according to age range of the respondents. ANOVA comparisons
of the dependent variables and age (20 to 29, 30 to 39,40 to 49, and 50 to 59) are shown
in Table 4-25.

Table 4-25

ANOVA with Post Hoc Comparisons of Perceived Similarity-Dissimilarity, Perceived
Group Openness to Diversity, Team Cohesion, Team Effectiveness, EC Percentile, and
Length of Stay According to Age
Variable 1Age Category

Perceived SimilarityDissimilarity Frequency
Visible
20 to 29
30 to 39
40 to 49
50 to 57
Values and
Informational
20 to 29
30 to 39
40 to 49
50 to 59
Group Openness to
Diversity
Visible
20 to 29
30 to 39
40 to 49
50 to 59
50 to 59>20 to 29
Values
20 to 29
30 to 39
40 to 49

N

21
56
54
44

Mean

F

Sig. @)

1.2

.33

1.6

.16

3.1

.017

Tukey's Post
Hoc
Comparison

7.2
6.2
6.0
6.0

22
56
54
44

14.7
12.4
12.5
13.1

22
56
54
44

4.9
5.5
6.0
6.5
,033
2.5

22
56
54

4.9
5.3
5.6

.045

Table 4-25 Continued

Variable 1Age Category

N

Mean

F

Sig. @I
Tukey's Post

Hoc
Comparison
Informational
20 to 29
30 to 39
40 to 49
50 to 59
Team Cohesion
20 to 29
30 to 39
40 to 49
50 to 59
Team Outcome
Effectiveness
Goals
20 to 29
30 to 39
40 to 49
50 to 59
Customers
20 to 29
30 to 39
40 to 49
50 to 59
Timeliness
20 to 29
30 to 39
40 to 49
50 to 59
Quality and Productivity
Performance
20 to 29
30 to 39
40 to 49
50 to 59

.

22
56
54
44

5.0
5.2
5.7
6.1

22
56
54
44

13.5
15.4
15.8
16.0

22
56
54
44

23.0
23.8
25.1
25.4

22
56
54
44

23.7
24.7
26.0
26.0

22
56
54
44

28.2
29.8
31.4
31.4

22
56
53
44

44.5
49.7
50.3
51.4

1.9

.I1

1.6

.18

1.9

.10

1.6

.19

1.8

.13

1.7

.15

Table 4-25 Continued

Variable / Age Category

N

Mean

EC Percentile
42.25% 81.0%
20 to 29
30 to 39
40 to 49
50 to 59

16
33
37
32

60.0
61.0
63.0
60.0

LOS
4.3 - 6.1 days
20 to 29
30 to 39
40 to 49
50 to 59

22
56
54
45

5.0
5.1
5.0
5.2

-

F

Sig. (p)

.90

.40

.96

.40

Tukey's Post
Hoc
Comparison

One-way ANOVA were performed to examine differences for each of the
dependent variables according to years in their professions of the respondents. ANOVA
comparisons of the dependent variables and years in the professions of the respondents (I
to 9, 10 to 15, 16 to 25, and 26 and over) are shown in Table 4-26. ANOVA showed no
significant differences between perceived similarity-dissimilarity, perceived group

openness to diversity, team cohesion, team outcome effectiveness, EC percentile, and
LOS according to years in their professions for the respondents in this study.

Table 4-26
ANOVA with Post Hoc Comparisons of Perceived Similarity-Dissimilarity, Perceived
Group Openness to Diversity, Team Cohesion, Team Outcome Effectiveness, EC
Percentile, and Length of Stay According to Years in their Profession

Variable 1 Years in their
Professions Category
Perceived SimilarityDissimilarity
Visible
1 to 9 years
10 to 15 years
16 to 25 years
26 years and over
Values and
Informational
1 to 9 years
10 to 15 years
16 to 25 years
26 years and over
Group Openness to
Diversity
Visible
1 to 9 years
10 to 15 years
16 to 25 years
26 years and over
Values
1 to 9 years
10 to 15 years
16 to 25 years
26 years and over
Informational
1 to 9 years
10 to 15 years
16 to 25 years
26 years and over

N

Mean

45
60
48
30

6.3
6.7
5.7
5.8

46
60
48
30

13.2
13.2
12.3
13.0

46
60
48
30

6.0
5.8
6.0
6.0

46
60
48
30

5.7
5.7
5.6
5.5

46
60
48
30

5.4
5.6
5.8
5.8

F

Sig. (p)

1.8

.14

.6 1

.61

.09

.96

.27

.85

Tukey's Post
Hoc
Comparison

Table 4-26 Continued

Variable / Years in their
Professions Category
Team Cohesion
1 to 9 years
10 to 15 years
16 to 25 years
26 years and over
Team Outcome
Effectiveness
Goals
1 to 9 years
10 to 15 years
16 to 25 years
26 years and over
Customers
1 to 9 years
10 to 15 years
16 to 25 years
26 years and over
Timeliness
1 to 9 years
10 to 15 years
16 to 25 years
26 years and over
Quality and Productivity
Performance
1 to 9 years
10 to 15 years
16 to 25 years
26 years and over
EC Percentile (n=126)
42.25% - 81.00%
1 to 9 years
10 to 15 years
16 to 25 years
26 years and over

N

Mean

46
60
48
30

15.2
15.5
16.3
14.7

46
60
48
30

25.0
24.5
25.9
23.0

46
60
48
30

25.1
25.6
26.3
25.0

46
60
48
30

F

Sig. (PI

.91

.44

.36

.78

.12

.95

.36

.79

.46

.70

30.6
30.8
31.2
30.1

46
59
48
30

49.0
50.0
51.6
49.0

30
36
31
28

60.0
62.0
63.0
62.0

Tukey's Post
Hoc
Comparison

Table 4-26 Continued

Variable / Years in their
Professions Category
LOS (n=185)
4.3 - 6.1 days
1 to 9 years
10 to 15 years
16 to 25 years
26 years and over

N

Mean

45
57
48
34

5.0
5.1
5.1
5.1

F

Sig. ($1

.62

.60

Tukey's Post
Hoc
Comparison

One-way ANOVA were performed to measure differences for each of the
dependent variables according to tenure of the respondents. ANOVA comparisons of the
dependent variables and tenure of the respondents (0 to 5 years, 6 to 10 years, 11 to 15
years, and 15 years and over) are shown in Table 4-27. ANOVA showed no significant
differences between perceived similarity-dissimilarity, perceived group openness to

diversity, team cohesion, team outcome effectiveness EC percentile, and LOS according
to tenure for the respondents in this study.

Table 4-27
ANOVA with Post Hoc Comparisons of Perceived Similarity-Dissimilarity, Perceived
Group Openness to Diversity, Team Cohesion, Team Outcome Effectiveness, EC
Percentile, and LOS According to Tenure

Variable 1Tenure
Category
Perceived SimilarityDissimilarity
Visible
0 to 5 years
6 to 10 years
l l t o 15years
15 years and over
Values and
Informational
0 to 5 years
6 to 10 years
11 to 15 years
15 years and over
Group Openness to
Diversity
Visible
0 to 5 years
6 to 10 years
11 to 15 years
15 years and over
Values
0 to 5 years
6 to 10 years
11 to 15 years
15 years and over
Informational
0 to 5 years
6 to 10 years
11 to 15 years
15 years and over

N

Mean

85
53
20
25

6.1
6.5
5.7
6.3

86
53
20
25

F

Sig. @)

.50

.70

.55

.70

1.4

.30

1.O

.30

2.0

.10

13.0
13.0
12.0
13.0

86
53
20
25

5.8
5.9
6.6
5.4

86
53
20
25

5.6
5.7
6.4
5.2

86
53
20
25

5.5
5.4
6.8
5.6

Tukey's Post
HOC
Comparison

Table 4-27 Continued

Variable 1Tenure
Category
Team Cohesion
0 to 5 years
6 to 10 years
11 to 15 years
15 years and over
Team Outcome
Effectiveness
Goals
0 to 5 years
6 to 10 years
11 to 15 years
15 years and over
Customers
0 to 5 years
6 to 10 years
11 to 15 years
15 years and over
Timeliness
0 to 5 years
6 to 10 years
11 to 15 years
15 years and over
Quality and Productivity
Performance
0 to 5 years
6 to 10 years
11 to 15 years
15 years and over
EC Percentile (n=125)
42.25 % 81.00%
0 to 5 years
6 to 10 years
11 to 15 years
15 years and over
LOS (n=I83)
4.3 to 6.1 days
0 to 5 years
6 to 10 years
11 to 15 years
15 years and over

-

N

Mean

86
53
20
25

16.0
15.0
17.0
14.0

86
53
20
25

25.0
25.0
27.5
22.0

86
53
20
25

26.0
25.0
27.0
25.0

86
53
20
25

31.0
31.0
33.0
29.0

86
53
20
25

F

Sig. (p)

1.5

.20

2.5

.10

1.2

.30

1.1

.40

.73

.54

.30

1.O

1.5

.30

50.0
50.0
54.0
48.0

63
33
13
17

62.0
62.0
63.0
62.0

86
53
20
26

5.0
5.1
5.2
5.0

Tukey's Post
Hoc
Comparison

Research Question 3
Are there differences in CFT members' actual similarity-dissimilarity, perceived
similarity-dissimilarity, perceived group openness to diversity, team cohesion, team
outcome effectiveness, and performance of their organizations according to organizational

characteristics of hospitals with existing CFTs in south Florida?
The actual similarity-dissimilarity, perceived similarity-dissimilarity, perceived
group openness to diversity, team cohesion, team outcome effectiveness, and performance

of CFT's organizations were all analyzed according to organizational characteristics.
Organizational characteristics consist of 1) geographic location (Palm Beach, Broward, or
Miami-Dade county); 2) hospital size (three size categories based on number of beds); 3)
hospital tax status (Profit or Not-for-Profit); and 4) legal classification (Investor-owned
or Government). Results are shown by organizational characteristic, beginning with
geographic location.

Organizational Characteristics-Geographic Location
Multiple Chi-square tests were used to examine differences between the actual
similarity-dissimilarity categorical variables (gender, ethnicity, race, occupational titles,

and professional practice areas) and the organizational characteristic geographic location
(Palm Beach, Broward, and Miami-Dade). Because of the small sample size in Palm
Beach county (n=7), nonparametric analyses (Kruskal-Wallis) were used to analyze
differences between actual similarity-dissimilarity (educational level, age in years, years
in their professions, and tenure), perceived similarity-dissimilarity, perceived group
openness to diversity team cohesion, team outcome effectiveness, organizational

performance, EC percentile and LOS by geographic location (Palm Beach, Broward, and
Miami-Dade Counties).
Chi square showed no differences between actual similarity-dissimilarity
variables and geographic location (county) of the hospitals in this study. Additionally,
results of Kruskal-Wallis showed no significant differences in CFTs actual similaritydissimilarity, perceived similarity-dissimilarity, perceived group openness to diversity,
team cohesion, or team outcome effectiveness.

However, Kruskal-Wallis showed

significant differences in CFTs hospital LOS according to geographic location (H (2) =
1 4 . 1 3 ,<
~ .05).
Mann-Whitney tests (Palm Beach vs. Broward, Palm Beach vs. Miami-Dade, and
Broward vs. Miami-Dade) were used as non-parametric post hoc comparisons (Field,
2005) to find which geographic locations had significant differences in hospital LOS.
The Mann-Whitney U test is a nonparametric alternative to the t-test for independent
samples, and was selected because the sample size for Palm Beach County (n=7) was
small (Field, 2005).

Results of the Mann-Whitney tests showed that LOS was

significantly longer in Miami-Dade County (Median =5.2) than in Palm Beach County
(Median =4.8), (U = 2875.5, p < .05). The results of the Mann-Whitney tests for LOS by
county are shown in Table 4-28.

Table 4-28

Mann Whitney Testsfor Length of Stay According to County

Variable 1Geographic
Location
Length of Stay
Palm Beach
Broward
Miami-Dade

N

Median

7
97
81

4.80
4.90
5.20

H

Sig. (p)

14.13

.001

Miami-Dade > Palm Beach

Post Hoc
Comparison

.047

Organizational Characteristics-Hospital Size
One-way ANOVA with post hoc comparisons and multiple Chi-square tests were
used to examine the differences in CFT members actual similarity-dissimilarity,

perceived similarity-dissimilarity, perceived group openness to diversity, team cohesion,
team outcome effectiveness, and the key performance indicators LOS and EC percentile
according to hospital size (number of licensed bed categories of 200 to 300, 301 to 500,
and 501 to 1498).

Actual Similarity-Dissimilarity and Hospital Size
ANOVA was used to test for differences between actual similarity-dissimilarity
(variables education, age, and years in their professions, or tenure) according to hospital
size. Multiple Chi-square tests were used to examine differences between the categorical
variables actual similarity-dissimilarity (gender, ethnicity, race, occupation, and
professional practice areas) and hospital size.
ANOVA showed no significant differences between actual similarity-

dissimilarity (education, age, and years in their professions, or tenure) according to

hospital size. Results of Chi square analysis showed there was a significant association
between hospital size and occupation X2 (14) = 23.76, p < .05. These results indicated
that occupation differed according to hospital size in terms of number of hospital beds
where hospitals larger hospitals with between 501-1498 beds showed significantly more
differences in occupations than smaller hospitals with between 200-300 beds. The results
of Chi square analysis of occupation according to hospital size are shown in Table 4-29.

Table 4-29

Chi Square Analysis of Occupation According to Hospital Size
Variable

Hospital Size
(Number of
Beds)
200-300

Executive Director Director
(Patient (NonCare) Patient
Care)

33.3%

27.8%

22.2%

RN

Therapist

LPN

Supervisor

Line
Worker

30.8%

61.1%

33.3%

15.4%

17.9%

Perceived Similarity-Dissimilarity Subscales and Total Scale, and Hospital Size
Multiple ANOVA was used to test differences in perceived similarity-

dissimilarity. The Modified scale consisted of two subscales named visible sirnilaritydissimilarity and values and informational similarity-dissimilarity. ANOVA showed no
significant differences between perceived similarity-dissimilarity total scale and
subscales (visible, and values and informational similarity-dissimilarity) and hospital
size.

Perceived Group Openness to Diversity and Hospital Size
ANOVA were conducted to test for differences in perceived group openness to

diversity subscales and total scale according to hospital size. For the visible subscale of
perceived group openness to diversity ANOVA showed significant differences (F=4.48,

p=.01) based on hospital size. Tukey's post hoc indicated that CFT members' in
hospitals with both 301-500 beds (M=6.2) and 501-1498 beds (M=6.2) perceived more

openness to visible diversity in their CFTs than CFT members in hospitals with 200 to
300 beds (M=5.3).
For the values subscale of perceived group openness to diversity, ANOVA
showed significant differences (F=4.30, p=.02). Tukey's post hoc indicated that CFT
members in hospiials with both 200-300 beds (M=6.0) and 501-1498 (M=6.0) perceived
more values diversity in their CFT's than CFT members in hospitals with 301-500 beds

(M=5.1). For the infornational subscale, ANOVA showed significant differences
(F=3.7, p=.03). Tukey's post hoc indicated that CFT members in hospitals with 200-300
beds (M=6.1) perceived more openness to informational diversity in their CFT's than
CFT members in hospitals with 301-500 beds (M=5.1). The results of ANOVA for

perceived group openness to diversity total scale and subscales according to hospital size
are shown in Table 4-30.

Table 4-30
ANOVA with Post Hoc Comparisons of Perceived Group Openness to Diversity
According to Hospital Size

Variable 1 Hospital Size

N

Mean

52
73
59

6.2
5.3
6.2

52
73
59

6.0
5.1
6.0

52
73
59

6.1
5.1
5.8

F

Sig. 01)

4.5

.01

3.7

.03

Tukey's Post
Hoc
Comparison

Perceived Group
Openness to Diversity
Visible
200-300
301-500
501-1498
200-300>301-500
501-1498>301-500
Values
200-300
301-500
501-1498
200-300>301-500
501-1498>301-500
Informational
200-300
301-500
501-1498
200-300>301-500

.03

Team Cohesion and Hospital Size
ANOVA showed significant differences in team cohesion (F=5.9, p=.003)
according to hospital size as shown in Table 4-31. Tukey's post hoc indicated that CFT
members' in hospitals with 200 to 300 beds (M=17.0) felt their CFT's were more
cohesive than CFT members in hospitals with 301 to 500 beds (M=14.3) and 501 to 1498
beds (M=15.7).

Table 4-3 1

ANOVA with Post Hoc Comparisonsfor Team Cohesion according to Hospital Size
Variable 1 Hospital Size

N

Mean

Team Cohesion
200-300
301-500
501-1498
200-300>30 1-500

52
73
59

17.0
14.3
15.7

F

Sig. (p)

5.9

.003

Tukey's Post
HOC
Comparison

.OOO

Team Outcome Effectiveness and Hospital Size
ANOVA showed significant differences in team outcome effectiveness in
achieving goals (F=496, p=.008) according to Hospital Size. Tukey's post hoc indicated
that CFT members' in hospitals with 501 to 1498 beds (M=26.42) felt their CFT's were
more effective in achieving their goals than CFT members in hospitals with 301 to 500
beds (M=23.10).

ANOVA also showed significant differences in team outcome

effectiveness in achieving customer satisfaction. Tukey's post hoc indicated that CFT
members from hospitals with 501 to 1498 beds (M=27.00) felt their teams were more
effective with customer service in terms of satisfaction than CFT members who were
from hospitals with 301 to 500 beds (M=23.70).

For team outcome effectiveness

timeliness, ANOVA showed significant differences. Tukey's post hoc indicated that
CFT members who were from hospitals with 501 to 1498 beds (M=33.12) felt their teams
were more effective in delivering services in a more timely manner than CFT members
from hospitals with 301 to 500 beds (M=28.60). ANOVA showed significant differences
in team outcome effectiveness in achieving quality and productivity. Tukey's post hoc
indicated that CFT members employed at hospitals with 501 to 1498 beds (M=140.73)

felt their teams were more effective in achieving quality and productivity in their teams
than CFT members who were from hospitals with 301 to 500 beds (M=121.83). The
results of ANOVA for team outcome effectiveness according to hospital size are
presented in Table 4-32.

Table 4-32

ANOVA with Post Hoc Comparisons for Team Outcome Effectiveness According to
Hospital Size
Variable / Hospital Size

Team Outcome
Effectiveness
Goals
200-300
301-500
501-1498
501-1498>301-500
Customers
200-300
301-500
501-1498
501-1498>301-500
Timeliness
200-300
301-500
501-1498
501-1498>301-500
Quality and Productivity
200-300
301-500
501-1498
501-1498>301-500
Team Outcome
Effectiveness Total scale
200-300
301-500
501-1498
501-1498>301-500

N

Mean

F

Sig. (p)

Tukey's Post
Hoc
Comparison

Performance and Hospital Size
For hospital size, ANOVA showed no significant differences according to EC

percentile. However, ANOVA show significant differences in hospital size according to

LOS (F = 4.88, p = .009). Tukey's post hoc indicated that hospitals with 501 to 1498
beds (M = 5.21) had a higher LOS than hospitals with 200 to 300 beds (M = 4.94).

Organizational Characteristics-Tax Status
Actual similarity-dissimilarity and tax status. Multiple Chi-square tests were
used to examine differences in CFTs actual similarity-dissimilarity (education, age,
tenure, and years in their profession) according to tax status (profit or not-for-profit).
There were no significant associations found, indicating that categorical variables did not
differ significantly according to whether the CFTs functioned in profit or not-for-profit
hospitals. Independent t-tests testing for significant differences in the actual similarity-

dissimilarity variables of education, age, tenure, and years in their profession according
to tax status (profit or not-for-profit) showed no significant differences.

Perceived similarity-dissimilarity and tax status. Tax status is an organizational
characteristic which denotes whether a hospital is not for profit or for profit. Independent
t-tests showed no significant differences in perceived similarity-dissimilarity according to
tax status.

There were no significant differences in perceptions of similarity and

dissimilarity among CFT members according to the tax status of their hospitals of
employment.

Perceived group openness to diversity and tax status. CFT members perceptions
of openness to diversity in the CFT's were measured in this study by the six items of the

perceived group openness to diversity scale (Hobman et al., 2004). The six items

measured three constructs; visible, values, and informational openness to diversity.
Independent t-tests showed no significant differences in perceived group openness to
diversity according to tax status (for profit and not for profit).
Team cohesion and tax status.

Independent t-tests showed significant

differences in team cohesion according to tax status between CFTs of for-profit hospitals
(M= 15.1) and those of not-for-profit hospitals (M= 15.8), (t=.998, p=.027). Higher
scores on the Index of Work Group Cohesion scale indicated higher levels of perceived
cohesion. The results of this analysis indicate that CFTs at not for-profits felt their teams
were more cohesive than CFT members employed in for profit hospitals.
Team outcome effectiveness and tax status. Team effectiveness in this study was

measured by the modified team outcome effectiveness scale. The scale consisted of four
subscales measuring goals, customer satisfaction, timeliness, and quality and
productivity. Although the means for goals, customers, timeliness, and quality and
productivity subscales for team outcome effectiveness were higher among CFT's at not
for-profits hospitals than CFT's at for-profit hospitals, those differences were not
significant.
Performance and tax status. Two key performance indicators (ECpercentile and

L O 9 were used as measures of performance in this study. ECpercentile is the percentile
score the hospital received on their last JCAHO survey and is their ranking compared to
other hospitals surveyed in the same period. LOS is the number of days a patient is
hospitalized for a particular condition and is a measure of how well a hospital can
manage its resources in light of varying morbidity characteristics of its patient population
(Kulinskaya, Kornbrot, & Gao, 2005).

Independent t-tests showed no significant

differences in ECpercentile according to tax status. However, the mean LOS at not-forprofits (M = 5.1) was higher than at for-profits (M = 5.0), and this difference was
significant (t=-.924, p=.032). The results of t-test for the two key performance indicators
are shown in Table 4-33.

Table 4-33
Comparison of the Mean Scores for Team Cohesion and Length of Stay According to
Hospital Type-Tax Status: Independent t-Tests
Variable

Tax Status
(mean)
Profit
Not-forProfit

t

sig. (PI

Team Cohesion

15.1

15%

-.998

.027

Length of Stay

5.0

5.1

-.924

.032

Organizational Characteristics-Legal Classification
Actual similarity-dissimilarity and legal classification. Multiple Chi-square tests
were used to examine differences between the categorical variables actual similaritydissimilarity according to legal classification (investor owned or government). There was
a significant association between legal classification (investor owned or government) and
both occupational title? (7) = 38.92, p < .001, and practice area? (3) = 11.45, p < .05.
These results indicated that occupational title and practice area differed according to
whether a hospital was classified as investor owned or government.

A comparison of the means using independent t-tests of the Legal Classification
(investor owned or government) of hospitals in this study according to actual similaritydissimilarity showed no significant differences for education, age, years in their

professions, or tenure in their hospital of employment.

Similarly, there were no

significant differences according to perceived similarity-dissimilarity, perceived group
openness to diversity, team cohesion, team outcome effectiveness, LOS, or EC percentile.

Research Hypotheses
To test the hypotheses in this study, multiple regression analyses were used to
explain the relationships between explanatory (independent and attribute variables) and
the dependent variables. The multiple regression method selected for testing was the
hierarchical (enter) method, whereby only those independent and attribute variables with
a significant or trend relationship with the dependent variables were entered into the
regression model. To determine the variables to enter into the regression model, and the
order in which they were to be entered, the following steps were taken:

1)

Categorical variables were correlated with the dependent variable using
eta. Eta, the coefficient of nonlinear correlation, describes the strength of

the relationship among "group" membership (categorical variables) and
the interval or ratio level dependent variable being measured (Field, 2005).
In SPSS 15.0, the "means" procedure was used to produce ANOVA and
measures of association tables for the purpose of reporting the F, p, eta,
and eta2 for each correlation.
2)

Categorical variables with significant or trend relationships were
converted to dummy variables. A dummy variable was created for each
response category. For example, two dummy variables were created for
gender; the first was coded 1 for males and 0 for females, and the second
was coded 1 for females and 0 for males. For race, which had three

response categories (Asian = 2; Black = 3; White = 5), three dummy
variables were created. For the first race dummy variable, if respondents
selected "Asian" they were coded as 1, and all other responses were coded
as 0. For the second race dummy variable, if respondents selected "Black"
they were coded with as 1 and all other responses were coded as 0. For
the third race dummy variable, if respondents selected "white" they were
coded as 1 and all other responses were coded as 0. This same process
was conducted for the remaining categorical variables ethnicity and
practice area.
3)

Pearson r correlations were calculated for both the dummy variables that
resulted from significant or trend eta correlations, and for interval and
ratio level explanatory variables with dependent variables in each subhypothesis to determine significant correlations and any trends. Twotailed tests were conducted for all Pearson r analyses.

4)

Finally, for each hypothesis tested, variables that had significant or trend
relationships with the dependent variable were entered into the regression
models using the hierarchical (forward) regression method in the order of
the strongest to the weakest significance (p I.05) or trend relationship
(p > .05 to p <.lo). Where several variables had the same level of

significance, they were entered based on the size of the correlation
coefficient with the dependent variable.
Based on the strength of the Pearson r correlation, the variables were entered into
the regression model from strongest to weakest until the model with the highest

explanatory power (highest adjusted R2) was produced. The adjusted R2 accounts for the
number of explanatory variables in the model and is generally a better indicator of
goodness-of-fit than R2. The adjusted R2 was used to select the best model because it
increases only if the new variable entered improves the model (Field, 2005). For all
variables, collinearity statistics showed that the variance inflation factors (VIF) were not
more than 10, and the tolerance was more than .lo. Since both were within the
recommended range, multicolinearity was not a problem (Field, 2005) for any hypothesis
tested.
Research Hypothesis I

There is a significant explanatory relationship between actual similaritydissimilarity and perceived similarity-dissimilarity in hospital cross-functional teams.

HI, Perceived Visible Similarity-Dissimilarity
HI,:

There is a significant explanatory relationship between actual similaritydissimilarity, and perceived visible similarity-dissimilarity.

Actual similarity-dissimilarity categorical variables of gender, race, ethnicity, and

practice area showed no significant eta correlations with the unmodified Perceived
Visible Dissimilarity scale, and thus, those variables were not included in the Pearson r or

regression analyses. The results of eta correlations using the means procedure in SPSS
are shown in Table 4-34.

Table 4-34

Eta Correlations of CFT Gender, Race, Ethnicity, Practice Area, and Perceived Visible
Similarity-Dissimilarity
Categorical Variables

Eta
(h)

Eta Squared
thZ)

F

P

Gender
Race
Ethnicity
Practice Area

In addition to there being no significant or trend eta correlations among the

categorical variables and perceived visible similarity-dissimilarity, actual similarity-

dissimilarity interval and ratio variables of age, years in practice, education, and tenure
showed no significant Pearson r correlations with perceived visible similarity-

dissimilarity, although years in practice did produce an inverse trend relationship (r = .140, p = .059).

Occupation did have a significant correlation with perceived visible

similarity-dissimilarity ( r = .201, p = .006). The results of Pearson r correlations between
actual similarity-dissimilarity interval and ratio variables and dependent variable
perceived visible similarity-dissimilarity are shown in Table 4-35.

Table 4-35

Pearson r Correlations of CFTAge, Years in Practice, Education, Tenure, Occupation
and Perceived Visible Similarity-Dissimilarity
Variable

Age

Years in
Practice

Education

Tenure

Occupation

Perceived Visible
Similarity-Dissimilarity

Pearson r
P

As a result of the Pearson r correlations, occupation and years of practice were
entered into a hierarchical regression model in order of significance, from strongest to
weakest; occupati6n was entered into the first block, and years practiced into the second
block of the regression model. Two different models had significant F values. Model 1
had occupation as an explanatory variable (F = 7.63, p = .006), while Model 2 had both
occupation and years in practice as explanatory variables (F = 4.39, p = .014). The
adjusted '
R for Model 2 (3.6%) was slightly higher than for Model 1 (3.5%), and thus,
Model 2 was selected as the best explanatory model for predicting CFT's perceived

visible similarity-dissimilarity. The best explanatory model found was:
Perceived Visible Similarity-Dissimilarity = 5.70 (Constant) +.I9 (Occupation)

--.02 (Years Practiced) + e
Analysis of individual predictors indicated a significant explanatory relationship
between both occupation and years in practice (f = 4.39, p = .014) and perceived visible

similarity-dissimilarity. The positive standardized beta value

(P

= .17) symbolized a

positive relationship between occupation and perceived visible similarity-dissimilarity.
This indicated that lower occupations such as line workers, therapists, and RNs perceived

'

more visible similarity in their CFTs than executives and directors (both patient care and
non-patient care). The negative standardized beta value (P = -.08) symbolized an inverse
relationship between years in practice and perceived visible similarity-dissimilarity. This
indicated that the longer the length of time a CFT member was in their profession, the
more visible dissimilarity they perceived in their CFT. Results of the regression analyses
showed HI, was supported.

The results of the regression analysis for HI, are

summarized in Table 4-36.

Table 4-36

Summarized Multiple Regression Analysis of Actual Similarity-Dissimilarity Occupation
and Years in Practice as Variables Explaining Perceived Visible Similarity-Dissimilarity
Variable

F d f P

B

SE

P

t

p

R'

Adjusted

.040

.035

-R'-

Model 1
N=182

7.63

1

.006

(Constant)

5.20

0.40

Occupation

0.22

0.08

5.70

0.61

Model 2
N=182

(Constant)

4.39

2

.20

2.76

.006

.014

Occupation
Years in

Practice

H l b Perceived Values and Informational Similarity-Dissimilarity
Exploratory factor analysis resulted in H l b and HI, being combined because the
dimensionality of the original values and informational subscales was not validated. As a
result of modifying the Perceived Dissimilarity scale, the values subscale and the

informational subscale were combined into one subscale with four items measuring
perceived values and informational similarity dissimilarity. Construct validity was
established for this combined subscale.
Hlb,

There is a signijicant explanatory relationship between actual similaritydissimilarity, and perceived values and informational similaritydissimilarity.

Actual similarity-dissimilarity categorical variables of gender, race, ethnicity, and
practice area showed no significant eta correlations with perceived vahes and

informational similarity dissimilarity, and thus, those variables were not included in
either the Pearson r or regression analyses. The results of eta correlations using the
means procedure in SPSS are shown in Table 4-37.

Table 4-37

Eta Correlations of CFT Gender, Race, Ethnicity, Practice Area, and Perceived Values
and Informational Similarity Dissimilarity
Categorical Variables

Eta
(h)

Eta Squared
(h3

F

P

Gender
Race
Ethnicity
Practice Area

Age, education, years in practice, and tenure showed no significant Pearson r
correlations with perceived vahes and informational similarity-dissimilarity, however,
occupation was significantly related (r = ,144, p = .051). The results of Pearson r
correlations among actual similarity-dissimilarity ratio variables and the dependent

variable perceived values and informational similarity dissimilarity are shown in Table

Table 4-38

Pearson r Correlations of CFT Age, Years in Practice, Education, Tenure, Occupation,
and Perceived Values and Informational Similarity-Dissimilarity
Age

Years in
Practice

Education

Tenure

Occupation

-.037
.618

-.061
,414

.039
.600

-.020
.785

.I44
.051

Perceived Values and
Informational
SimilarityDissimilarity

Pearson r
P

Simple regression analysis was used to test for a relationship between occupation
and perceived values and informational similarity-dissimilarity. Results of the regression
analyses showed Hlbwas partially supported. A significant explanatory relationship was
found between the variable actual similarity-dissimilarity occupation and perceived

values and informational similarity-dissimilarity, indicating that lower level occupations
such as RN's, therapists, LPN's, and line workers perceived more similarity in their
CFT's than higher occupations such as executives and directors (both patient care and
non-patient care).
The F value (3.86) for the regression model analyzing occupation and perceived

values and informational similarity-dissimilarity in hospital CFT's was significant ( p =

.051). The adjusted R~ indicated occupation accounted for 1.5% of the variance in CFT
member perceived values and informational similarity-dissimilarity. Because of coding

(higher occupation coded numbers were associated with lower positions, while lower
coded numbers were associated with higher positions) the positive standardized beta
value (p = .14) symbolized an inverse relationship between the variables. The results of
the regression analysis for Hlbare summarized in Table 4-39. The best explanatory model
I

found was:
Perceived Values and Informational Similarity-Dissimilarity = 11.72 (Constant)
+.25 (Occupation)+ e

Table 4-39
Summarized Regression Analysis of Actual Similarity-Dissimilarity Occupation as a
Variable Explaining Perceived Values and Informational Similarity-Dissimilarity
Variable
Model 1
N=182
(Constant)

F d f P
3.86

1

B

SE

P

.051
11.72

t

p

R'

Adjusted

.021

.015

-R'-

0.67

Occupation

Hl/Perceived Similarity Dissimilarity (Total Scale)

Hid: There is a significant explanatory relationship between Actual SimilarityDissimilarity and Perceived Similarity-Dissimilarity (total score).
Actual similarity-dissimilarity categorical variables of gender, race, ethnicity, and

practice area showed no significant eta correlations with perceived similaritydissimilarity total scale, and thus, those variables were not included in either the Pearson
r or regression analyses. The results of eta correlations using the means procedure in

SPSS are shown in Table 4-40.

Table 4-40

Eta Correlations of CFT Gender, Race, Ethnicity, Practice Area, and Perceived
Similarity-Dissimilarity, Total Scale
Categorical Variables

Eta
(h)

Eta Squared
(h2j

F

P

Gender
Race
Ethnicity
Practice Area

In addition to there being no significant or trend eta correlations among the
categorical variables and perceived similarity-dissimilarity total scale, actual similarity-

dissimilarity variables of age, education, and tenure showed no significant or trend
Pearson r correlations with perceived similarity-dissimilarity. Occupation did have a
significant correlation with perceived similarity-dissimilarity, total scale ( r = .168, p =
,023). The results of Pearson r correlations between actual similarity-dissimilarity
variables and perceived similarity-dissimilarity total scale are shown in Table 4-41.

Table 4-41
Pearson r Correlations of CFT Age, Years in Practice, Education, Tenure, Occupation,
and Perceived Similarity-Dissimilarity Total Scale
Age

Years in
Practice

- .065

- .091

.379

,222

Education Tenure

Occupation

Perceived
Similarity-Dissimilarity

Pearson r
p-value

.061
,413

.I68
.023

-.021
.780

Simple regression analysis was used to test for a relationship between occupation
and perceived similarity-dissimilarity total scale. Results of the regression analyses
showed Hid was partially supported. A significant explinatory relationship was found
between the variable actual similarity-dissimilarity occupation and perceived similaritydissimilarity total scale indicating that lower level occupations such as RN's, therapists,

LPN's, and line workers perceived more similarity in their CFT's than higher
occupations such as executives and directors (both patient care and non-patient care).
The F value (5.28) for the regression model analyzing occupation and perceived
similarity-dissimilarity (total scale) in hospital CFT's was significant ( p = .023). The

adjusted R~ indicated occupation accounted for 2.3% of the variance in CFT member's
perceived similarity-dissimilarity total scale. Because of coding (higher occupation

coded numbers were associated with lower positions, while lower coded numbers were
associated with higher positions) the positive standardized beta value

(P

= .17)

symbolized an inverse relationship between the variables. The results of the regression
analysis for Hid are summarized in Table 4-42. The best explanatory model found was:

Perceived Similarity-Dissimilarity (total scale) = 17.0 (Constant) +.45
(Occupation) + e

Table 4-42

Summarized Regression Analysis of Actual Similarity-Dissimilarity Occupation as a
Variable Explaining Perceived Similarity-Dissimilarity (Total Scale)
Variable
Model 1
N=183
(Constant)

F d f P
5.28

1

B

SE

P

t

p

,023

R'
.028

16.97

1.01

0.45

0.20

Occupation

.17

2.30

Adjusted
R'
.023

.02

Research Hypothesis 2
There is a significant explanatory relationship among actual similarity-

dissimilarity, perceived similarity-dissimilarity, and group openness to diversity in
hospital cross-functional teams.
Four sets of analyses were conducted, one for each of the sub-hypotheses: H2,

perceived group openness to visible diversity, H2b perceived group openness to values
diversity, H2, perceived group openness to informational diversity, and H2d group
openness to diversity total scale.

H2, Eta, Pearson r, and Hierarchical Linear Regression of Actual SimilarityDissimilarity, Perceived Similarity-Dissimilarity, and Perceived Group Openness to
Visible Diversity

H2,:

There is a signijicant explanatory relationship between actual similarity-

dissimilarity, perceived similarity-dissimilarity, and perceived group openness to
visible diversity.

Actual similarity-dissimilarity categorical variables of gender, race, and ethnicity
showed no significant eta correlations with perceived group openness to visible diversity,
and thus, those variables were not included in either the Pearson r or regression analyses.
Practice area did have a significant eta correlation (h =.197, F = 3.64, p = .028) with

Perceived group openness to visible diversity. The results of eta correlations using the
means procedure in SPSS are shown in Table 4-43.

Table 4-43

Eta Correlations of CFT Gender, Race, Ethnicity, Practice Area, and Group Openness to
Visible Diversity (N=184)
Categorical Variables

Eta
(h)

Eta Squared
(h2)

F

P

Gender
Race
Ethnicity
Practice Area

Following the results from eta correlations, three dummy variables were created
for practice area, and these dummy variables were included in the Pearson r correlation
analysis of actual similarity-dissimilarity variables of age, years in practice, education,

tenure, occupation, and perceived similarity-dissimilarity (visible, and values and

informational) with perceived group openness to visible diversity. Results of Pearson r
correlations of the dummy coded variables for practice area showed a positive, significant
correlation between practice in an administrative or medical staff area (r = .189, p = .010)
and perceived group openness to visible diversity. There was also an inverse trend
relationship between practice in a clinical area (r = - .141, p = .057) and perceived group

openness to visible diversity, which indicated that the greater the frequency of practice in
a clinical area, the lower perceived group openness to visible diversity. Both education (r
= - .201, p = .006) and occupation (r = - .201, p = .006) showed significant inverse

relationships with perceived group openness to visible diversity. Because occupation was
coded such that executives were assigned a 1 and line workers a 7, results of 'an inverse
relationship indicated that executives and directors (both patient care and non-patient
care) perceived more CFT's group openness to visible diversity than did line workers,
therapists, and RN's.

Similarly, because education was coded such that professional

degrees were assigned a 1, and less than seven years of school a 7, results of an inverse
relationship indicated that respondents with post graduate degrees rated their CFT

perceived group openness to visible diversity more highly than did those with less than
seven years of school. Perceived visible similarity-dissimilarity, perceived values and

informational similarity-dissimilarity, and actual similarity-dissimilarity variables of age,
years in practice, and education showed significant Pearson r correlations with perceived

group openness to visible diversity. The results of Pearson r correlations of the practice
area dummy coded variables, actual similarity-dissimilarity variables of age, years in
practice, education, tenure, occupation, and perceived similarity-dissimilarity (visible and

values and informational) with perceived group openness to visible diversity are shown in
Table 4-44.

Table 4-44

Pearson r Correlations of CFT Dummy-Coded Variables, Actual Similarity-Dissimilarity Variables of Age, Years in Practice,
Education, Tenure, Occupation, and Perceived Similarity-Dissimilarity (Visible and Values and Informational) with Perceived Group
Openness to Visible Diversity (N=184)

Practice Area

?
P

Actual Similarity-Dissimilarity

Administrative
/Medical Staff

Clinical

Support

Age

Years in
Practice

Education

Tenure

Occupation

.I89
.010

-.I41
.057

-.(I11
,878

-253
.001

.312
.000

-201
.006

-.03 1
.67 1

-.371
.000

Perceived
Visible
SimilarityDissimilarity

Perceived
Values and
Informational
SimilarityDissimilarity

Perceived
Group
Openness to
Visible
Diversity
Pearson r
f

-.527

O
. OO

-.480
O
. OO

Significant and trend variables from the Pearson r analysis were entered into a
hierarchical regression model in order of significance, from strongest to weakest.
Variables with the same significance level were ordered according to the strength of the
correlation. All eight of the models produced had significant F values, and the t statistic
for all eight models was significant for the constant. Model 4 had four explanatory
variables (perceived visible similarity-dissimilarity, perceived values and informational

similarity-dissimilarity, occupation, and years practiced and produced the highest
adjusted R2 (38.0%). Models 5 (Age), 6 (Education), and 7 (practice in an administrative
or medical staff area) all had R2 values of 39.6%, but the adjusted R2 of each was lower
than that of Model 4. Also, each of the three had the same four significant predictors as
Model 4, but no additional significant predictors. Although Model 8 (practice in a
clinical area) had the highest R2 of 40.l%, this represented an increase of just 0.8% over
Model 4, and the adjusted R2 for Model 8 of 37.4% was 0.6% lower than that of Model 4.
Additionally, all four of the predictors in Model 4 were significant, while only four (the
same predictors as Model 4) of the eight predictors in Model 8 were significant. As such,
Model 4 was selected as the best explanatory model for predicting perceived group

openness to visible diversity. The best explanatory model found was:
Perceived Group Openness to Visible Diversity = 9.16(Constant) -.26(Perceived
Visible Similarity-Dissimilarity) -.]](Perceived Values and Informational
Similarity-Dissimilarity) -.20 (Occupation) + .41 (Years Practiced) + e
Analysis of individual predictors indicated a significant explanatory relationship
was found between all four predictors and group openness to visible diversity.

The

standardized beta coefficient @) for each of the four predictors indicated its relative

importance in explaining CFT's group openness to visible diversity. Perceived visible

similarity-dissimilarity was the most important predictor (t = -3.18, p = .002, /3 = - .30) in
the model. It had an inverse relationship to perceived group openness to visible diversity,
indicating that the higher the perceived visible dissimilarity (the greater the degree of
perceived visible differences between the respondent and the rest of the group), the lower
the perceived group openness to visible diversity. The second most important predictor
was occupation (t = - 3.49, p = .001,P = - .22). The negative P value indicated the higher
the occupational level, the more the perceived group openness to visible diversity.
Because occupation was coded such that executives were assigned a 1 and line workers a
7, results of an inverse relationship indicated that executives and directors (both patient

care and non-patient care) perceived more C R ' s group openness to visible diversity than
did line workers, therapists, and RN's. The next most important variable was perceived

values and informational similarity-dissimilarity (t = - 2.30, p = .023, /3 = - .21). It had
an inverse relationship to perceived group openness to diversity, indicating that the
higher the perceived values and informational dissimilarity the lower the perceived group

openness to visible diversity. The last of the four predictors was actual similaritydissimilarity variable years in practice (t = 2.95, p = .004, /3 = .18), which indicated that
the higher the number of years in practice, the higher the level of perceived group

openness to visible diversity.

Results of the regression analyses showed H2, was

supported. The results of the regression analysis for Hz, are summarized inTable 4-45.

Table 4-45

Summarized Regression Analysis of Actual Similarity-Dissimilarity and Perceived
Similarity-Dissimilarity as Variables Explaining Perceived Group Openness to Visible
Diversity (N=183)
Variable

F

df

P

Model 1

69.77

1

Model 2

36.88

Model 3
Model 4

B

fi

R'

Adjusted
R'

,000

.278

,274

2

,000

,291

,283

34.12

3

,000

,364

,353

28.86

4

.OOO

,393

,380

Model 5

23.16

5

.000

,396

,378

Model 6

19.26

6

,000

Model 7

16.41

7

,000

Model 8

14.59

8

,000

.401

,374

SE

t

p

(Constant)
Perceived Visible
SimilarityDissimilarity
Perceived Values
and Informational
SimilarityDissimilarity
Actual Similarity
Dissimilarity:
Occupation
Actual Similarity
Dissimilarity:
Years Practiced

H2a Hierarchical Linear Regression of Actual Similarity-Dissimilarity, Perceived
Similarity-Dissimilarity, and Perceived Group Openness to Values Diversity

H&:

There is a signzjkant explanatory relationship between actual similaritydissimilarity, perceived similarity-dissimilarity, and group openness to

values diversity
Actual similarity-dissimilarity categorical variables of gender, race, and ethnicity

showed no significant eta correlations with perceived group openness to values diversity,
and thus, those variables were not included in either the Pearson r or regression analyses.
Practice area did have a significant correlation ( h = .224, F = 4.76, p = .010) with
perceived group openness to values diversity. The results of eta correlations using the

means procedure in SPSS are shown in Table 4-46.

Table 4-46
Eta Correlations of CFT Gender, Race, Ethnicity, Practice Area, and Group Openness to
Values Diversity (N=184)
Categorical Variables

Eta
(h

Eta Squared

F

P

(hZ)

Gender
Race
Ethnicity
Practice Area

Following the results from eta correlations, three dummy variables were created
for practice area, and these dummy variables were included in the Pearson r correlation
analysis with actual similarity-dissimilarity variables of age, years in practice, education,
tenure, occupation, and perceived similarity-dissimilarity (visible and values and

informational) to perceived group openness to values diversity. Results of Pearson r
correlations of the dummy coded variables for practice area showed a positive, significant
correlation between practice in an administrative or medical staff area (r = .208, p = .005)
and perceived group openness to values diversity, as well as an inverse relationship
between practice in a clinical area (r = - .173, p = .019) and perceived group openness to

values diversity. The inverse relationship indicated that the greater the frequency of
practice in a clinical area, the lower the perceived group openness to values diversity.

Perceived visible similarity-dissimilarity, perceived values and informational similaritydissimilarity, and actual similarity-dissimilarity variables of age, years in practice, and
education showed significant Pearson r correlations with perceived group openness to

values diversity. The results of Pearson r correlations of the practice area dummy coded
variables, actual similarity-dissimilarity variables of age, years in practice, education,
tenure, occupation, and perceived similarity-dissimilarity (visible and values and
informational) with group openness to values diversity are shown in Table 4-47.

Table 4-47

Pearson r Correlations of CFT Dummy-Coded Variables, Actual Similarity-Dissimilarity Variables of Age, Years in Practice,
Education, Tenure, Occupation, and Perceived Similarity-Dissimilarity (Visible and Values and Informational) with Group Openness
to Values Diversity (N=184)

Practice Area

Actual Similarity-Dissimilarity

Perceived
Visible

Perceived
Values and
Informational

Administrative
Medical Staff

Clinical

Support

Age

Years in
Practice

Education

Tenure

Occupation

SimilarityDissimilarity

SimilarityDissimilarity

.208
.005

-.I73
.019

,006
.933

.229
-002

.256
O
. OO

-.I67
-023

-.O 14
,851

-.337
O
. OO

-.452
O
. OO

-.417
O
. OO

Perceived
Group
Openness to
Values
Diversity
Pearson r
P

-

Significant variables (there were no trend variables) from the Pearson r analysis
were entered into a hierarchical regression model in order of significance, from strongest
to weakest. Variables with the same significance level were ordered according to the
strength of the correlation. All seven of the models produced had significant F values,
and the t statistic for all seven models was significant for the constant. The R2 increased
for each of the first four models, stayed the same for Model 5, and then increased again
for Models 6 and 7. Model 4 (R2 29.8%, adjusted R2 27.9%) had four explanatory
variables (perceived visible similarity-dissimilarity, perceived values and informational

similarity-dissimilarity, occupation, and years practiced.

Models 5 (Age), 6

(Administrative/Medical Staff practice area), and 7 (Education) had R2 values of 29.8%,
29.9%, and 30.3% respectively, but the adjusted R' of each was lbwer than that of Model

4 (27.9%, 27.5%, and 27.5%, respectively). Additionally, the difference between Model
7's higher R2 in comparison to Model 4 was only 0.5%. Also, each of the three other
models had the same three significant predictors as Model 4 (perceived visible similarity-

dissimilarity, perceived

values and informational similarity-dissimilarity), and

occupation), but years practiced was not significant in the subsequent models. As such,
Model 4 was selected as the best explanatory model for predicting perceived group

openness to values diversity. The best explanatory model found was:
Perceived Group Openness to Values Diversity = 8.83(Constant) -.2l(Perceived
Visible Similarity-Dissimilarity) -.ll(Perceived Values and Informational
Similarity-Dissimilarity) -.21 (Occupation)+.03 (Years Practiced) + e
Analysis of individual predictors indicated a significant explanatory relationship
was found between all four predictors and perceived group openness to values diversity.

The standardized beta coefficient @) for each of the four predictors indicated its relative
importance in explaining CFT's group openness to values diversity. Perceived visible

similarity-dissimilarity was the most important predictor (t = -2.36, p = .02, /3 = - .24) in
the model. It had an inverse relationship to perceived group openness to values diversity,
indicating that the higher the perceived visible dissimilarity (the greater the degree of
perceived visible differences between the respondent and the rest of the group), the lower
the perceived group openness to values diversity. The second most important predictor
was occupation (t = - 3.21, p = .002,

= - .22). The negative j? values indicated the

higher the occupational level, the more the perceived group openness to visible diversity.
Because occupation was coded such that executives were assigned a 1 and line workers a

7, results of an inverse relationship indicated that executives and directors (both patient
care and non-patient care) perceived more CFT's group openness to visible diversity than
did line workers, therapists, and RN's. The next most important variable was perceived

values and informational similarity-dissimilarity (t = - 2.02, p = .05, P = - .20). It had an
inverse relationship to perceived group openness to values diversity, indicating that the
higher the perceived values and informational dissimilarity the lower the perceived group

openness to values diversity. The last of the four predictors was actual similaritydissimilarity variable years in practice (t = 2.09, p = .04, /3 = .14), which indicated that
the higher the number of years in practice, the higher the level of perceived group

openness to values diversity.

Results of the regression analyses showed H2b was

supported. The results of the regression analysis for HZbare summarized in Table 4-48.

Table 4-48

Summarized Regression Analysis of Actual Similarity-Dissimilarity and Perceived
Similarity-Dissimilarity as Variables Explaining Perceived Group Openness to Values
Diversity (N=183)
Variable

F

df

P

Model 1

46.58

1

Model 2

24.84

Model 3
Model 4

p

R2

Adjusted
R2

.OO

,205

,200

2

.OO

,216

.208

23.34

3

.OO

,281

,269

18.92

4

.OO

,298

,283

Model 5

15.05

5

.OO

,298

,279

Model 6

12.52

6

.OO

Model 7

10.85

7

.OO

B

SE

t

p

(Constant)
Perceived Visible
SimilarityDissimilarity
Perceived Values
and Informational
SimilarityDissimilarity
Actual Similarity
Dissimilarity:
Occupation
Actual Similarity
Dissimilarity:
Years Practiced

H2, Hierarchical Linear Regression of Actual Similarity-Dissimilarity, Perceived
Similarity-Dissimilarity, and Perceived Group Openness to Informational Diversity
H2,:

There is a signz3cant explanatory relationship between actual similaritydissimilarity, perceived similarity-dissimilarity, and perceived group
openness to informational diversity.

Actual similarity-dissimilarity categorical variables of gender, race, and ethnicity

showed no significant eta correlations with perceived group openness to informational
diversity, and thus, those variables were not included in either the Pearson r or regression

analyses. Practice area did have a significant correlation ( h = .234, F = 5.25, p = .006)
with perceived group openness to informational diversity. The results of eta correlations
using the means procedure in SPSS are shown in Table 4-49.

Table 4-49
Eta Correlations of CFT Gender, Race, Ethnicity, Practice Area, and Group Openness to
Informational Diversity (N=184)
Categorical Variables

Eta
(h)

Eta Squared
(hZ)

F

P

Gender
Race
Ethnicity
Practice Area

Following the results from eta correlations, three dummy variables were created
for practice area, and these dummy variables were included in the Pearson r correlation
analysis of actual similarity-dissimilarity variables of age, years in practice, education,
tenure, occupation, and perceived similarity-dissimilarity (visible and values and

informational) with perceived group openness to informational diversity. Results of
Pearson r correlations of the dummy coded variables for practice area showed a positive,
significant correlation between practice in an administrative or medical staff area ( r =

.223, p = .002) and perceived group openness to informational diversity, as well as an
inverse relationship between practice in a clinical area ( r = - .172, p = .020) and group
openness to informational diversity. Perceived visible similarity-dissimilarity, perceived
values and informational similarity-dissimilarity, and actual similarity-dissimilarity
variables of age, years in practice, and education showed significant Pearson r
correlations with perceived group openness to informational diversity. The results of
Pearson r correlations of the practice area dummy coded variables, actual similaritydissimilarity variables of age, years in practice, education, tenure, occupation, and
perceived similarity-dissimilarity (visible and values and informational) with perceived
group openness to informational diversity are shown in Table 4-50.

Table 4-50

Pearson r Correlations of CFT Dummy-Coded Variables, Actual Similarity-Dissimilarity Variables of Age, Years in Practice,
Education, Tenure, Occupation, and Perceived Similarity-Dissimilarity (Visible and Values and Informational) with Perceived Group
Openness to Informational Diversity (N = 184)

AdminIMed
Staff

Clinical

Support

Age

Years in
Practice

Education

Tenure

Occupation

Perceived
Visible
SimilarityDissimilarity

.223
.002

-.I72
.020

-.007

.203
.006

.228
.002

-.I82
.014

.07 1
,340

-.358
O
. OO

-.SO1
O
. OO

Practice Area

w

w

ch

Perceived
Values and
Informational
SimilarityDissimilarity

-.470
O
. OO

Group
Openness to
Informational
Diversity
Pearson I.
P

,922

Significant variables (there were no trend variables) from the Pearson r analysis
were entered into a hierarchical regression model in order of significance, from strongest
to weakest. Variables with the same significance level were ordered according to the
strength of the correlation. All eight of the models produced had significant F values,
and the t statistic for all eight models was significant for the constant. The R2 increased
steadily from Model 1 (25.1%) to Model 5 (35.0%), stayed the same for Model 6, then
increased again for Models 7 (35.4%) and 8 (36.3%). Model 4 (R2= 34.9%) had three
explanatory variables (perceived visible similarity-dissimilarity, perceived values and

informational similarity-dissimilarity, and occupation), and one non-significant predictor
(years in practice). Model 4 also produced a higher adjusted R2 (33.4%) than did Models
5 (practice in an administrative or medical staff practice area), 6 (age), or 7 (education),
which had R2 values of 35.0%, 35.0%, and 35.4%, respectively; The adjusted R2 of
Models 5 through 7 were lower than that of Model 4 (33.2%, 32.8%, and 32.8%,
respectively), but the R2 for Model 8 (practice in a clinical area) was 36.3% and its
adjusted R2 was the same as Model 4. The results of the initial regression analysis for H2c
are summarized in Table 4-5 1.

Table 4-5 1

Summarized Initial Regression Analysis of Actual Similarity-Dissimilarity and Perceived
Similarity-Dissimilarity as Variables Explaining Perceived Group Openness to
Informational Diversity (N=183)
Variable

F

df

P

B

SE

p

t

p

R2

Adjusted

RZ
Model 1

60.72

1

.OO

.251

,247

Model 2

33.12

2

.OO

.269

,261

Model 3

30.81

3

.OO

Model 4

23.86

4

.OO

Model 5

19.07

5

.00

Model 6

15.81

6

.OO

Model 7

13.68

7

.OO

Model 8

12.41

8

.OO

.363

,334

Based on this result, the new variables entered in Models 5, 6, and 7 were
removed and the analysis rerun with model 4 variables and the new variable entered in
Model 8.

This resulted in a revised Model 5 having three explanatory variables

(perceived visible similarity-dissimilarity, perceived values and informational similaritydissimilarity, and occupation), and one trend variable (practice in a clinical area), an R2 of
36.0%, and an adjusted R2 of 34.2%. A third analysis was also conducted after the
removal of years in practice, but it did not result in a better explanatory model than
Model 5 because neither the R2 nor the Adjusted R2 improved. As such, the revised

Model 5 was selected as the best explanatory model for predicting perceived group

openness to informational diversity. The best explanatory model found was:
Perceived Group Openness to Informational Diversity = 9.94(Constant) -.25
(Occupation) -.23(Perceived Visible Similarity-Dissimilarity) -.IJ(Perceived
Values and Informational Similarity-Dissimilarity) -.49(Practice in a Clinical
Area) + .02(Years Practiced) + e
Analysis of individual predictors indicated a significant explanatory relationship
was found between three of the five predictors and perceived group openness to

informational diversity.

The standardized beta coefficient @) for each of the three

significant predictors indicated its relative importance in explaining CFT's perceived

group openness to informational diversity. Occupation (t = - 3.88, p = .000, P = - .25)
was the most important predictor in the model. It had an inverse relationship with

perceived group openness to informational diversity. The negative P value indicated the
higher the occupational level, the more the perceived group openness to informational

diversity. Because occupation was coded such that executives were assigned a 1 and line
workers a 7, results of an inverse relationship indicated that executives and directors
(both patient care and non-patient care) perceived more CFT's group openness to visible

diversity than did line workers, therapists, and RN's.

Perceived visible similarity-

dissimilarity was the second most important predictor ( t = -2.60, p = .010, P = - .25) in
the model.

It also had an inverse relationship to perceived group openness to

informational diversity, indicating that the higher the perceived visible dissimilarity (the
greater the degree of perceived visible differences between the respondent and the rest of
the group), the lower the perceived group openness to informational diversity. The third

most important variable was perceived values and informational similarity-dissimilarity

( t = - 2.49, p = .014, P = - .24). It too had an inverse relationship to perceived group
openness to iizformational diversity, indicating that the higher the perceived values and
informational dissimilarity the lower the perceived group openness to informational
diversity. The fourth most important predictor was practice in a clinical area ( t = - 1.77, p
= .079,

P = - .I]).

The inverse relationship indicated that the greater the frequency of

respondents who practiced in a clinical area, the lower the perceived group openness to

informational diversity. The fifth and final predictor was years in practice ( t = - 1.03, p =
.303,P = - .07). The inverse relationship indicated that the higher the number of years in

practice, the lower the perceived group openness to informational diversity. Results of
the regression analyses showed Hz, was supported. The results of the regression analysis
for HZcare summarized in Table 4-52.

Table 4-52
Summarized Revised Regression Analysis of Actual Similarity-Dissimilarity and
Perceived Similarity-Dissimilarity as Variables Explaining Perceived Group Openness to
Informational Diversity (N=183)
Variable

F

df

P

B

SE

p

t

p

R2

Adjusted

RZ
Model 1

60.72

1

.OO

.251

,247

Model 2

33.12

2

.OO

,269

,261

Model 3

30.81

3

.OO

,341

.329

Model 4

23.86

4

.OO

,349

,334

Model 5
(Constant)
Perceived Visible
SimilarityDissimilarity
Perceived Values
and Informational
SimilarityDissimilarity
Actual Similarity
Dissimilarity:
Occupation
Actual Similarity
Dissimilarity:
Years Practiced
Clinical Practice
Area

19.94

5

.OO

,360

.342

9.94
-0.23

0.66
0.09

-.25

-2.60

.Ol

-0.13

0.05

-.24

-2.49

.01

-0.25

0.07

-.25

-3.88

O
.O

0.02

0.02

.07

1.03

.30

-0.49

0.28

-.I1

-1.77

.08

H2d Hierarchical Linear Regression of Actual Similarity-Dissimilarity, Perceived

Similarity-Dissimilarity, and Perceived Group Openness to Diversity (Total Score)

Hzd: There is a significant explanatory relationship between actual similaritydissimilarity, perceived similarity-dissimilarity, and perceived group
openness to diversity (total score).
Actual similarity-dissimilarity categorical variables of gender, race, and ethnicity
showed no significant eta correlations with perceived group openness to diversity (total

score), and thus, those variables were not included in either the Pearson r or regression
analyses. Practice area did have a significant correlation (h= .227, F = 4.90, p = .008)
with perceived group openness to diversity (total score). The results of eta correlations
using the means procedure in SPSS are shown in Table 4-53.

Table 4-53

Eta Correlations of CFT Gender, Race, Ethnicity, Practice Area, and Perceived Group
Openness to Diversity (Total Score) (N = 184)
Categorical Variables

Eta
(h)

Eta Squared
(h3

F

P

Gender
Race
Ethnicity
Practice Area

Following the results from eta correlations, three dummy variables were created
for practice area, and these dummy variables were included in the Pearson r correlation
analysis of actual similarity-dissimilarity variables of age, years in practice, education,
tenure, occupation, and perceived similarity-dissimilarity (visible and values and

informational) with group openness to diversity (total score). Results of Pearson r
correlations of the dummy coded variabIes for practice area showed a positive, significant
correlation between practice in an administrative or medical staff area (r = .215, p = .003)
and perceived group openness to diversity (total score), as well as an inverse relationship
between practice in a clinical area (r = - .168, p = .022) and perceived group openness to

diversity (total score). Perceived visible similarity-dissimilarity, perceived values and
informational similarity-dissimilarity, and actual similarity-dissimilarity variables of age,
years in practice, and education showed significant Pearson r correlations with perceived

group openness to diversity (total score). The results of Pearson r correlations of the
practice area dummy coded variables, actual similarity-dissimilarity variables of age,
years in practice, education, tenure, occupation, and perceived similarity-dissimilarity
(visible and values and informational) with perceived group openness to diversity (total

score) are shown in Table 4-54.

Table 4-54

Pearson r Correlations of CFT Dummy-Coded Variables, Actual Similarity-Dissimilarity Variables of Age, Years in Practice,
Education, Tenure, Occupation, and Perceived Similarity-Dissimilarity (Visible and Values and Informational) with Perceived Group
Openness to Diversity (Total Score) (N = 184)

AdminIMed
Staff

Clinical

Support

Age

Years in
Practice

Education

Tenure

Occupation

Perceived
Visible
SimilarityDissimilarity

.215
.003

-.I68
.022

-.OM
,954

.237
.001

.274
O
. OO

-.I90
.010

.010
392

-.369
O
. OO

-.512
O
. OO

Practice Area

h)

w

Perceived
Values and
Informational
SimilarityDissimilarity

-.473
O
. OO

Group
Openness to
Diversity
(Total Score)
Pearson r
P

Significant variables (there were no trend variables) from the Pearson r analysis
were entered into a hierarchical regression model in order of significance, from strongest
to weakest. Variables with the same significance level were ordered according to the
strength of the correlation. All eight of the models produced had significant F values,
and the t statistic for all eight models was significant for the constant. The R2 increased
incrementally with all models (except Models 4 and 5, which had the same R2 of 37.0%).
Models 4 and 8 had the same adjusted R2 of 35.3%. Model 4 had four explanatory
variables (perceived visible similarity-dissimilarity, perceived values and informational

similarity-dissimilarity, occupation, and years practiced), and produced the highest
adjusted R2 (35.6%) of all the models. Models 5 (age), 6 (practice in an administrative or
medical staff area), and 7 (education), all had the same or higher R2 values than Model 4
(37.0%, 37.1%, and 37.3%, respectively), but the adjusted R2 of each was lower than that
of Model 4 (35.3%, 34.9%, and 34.8%, respectively). However, the R2 for Model 8
(practice in a clinical area) was the highest at 38.2% and its adjusted R2 of 35.3% was
only 0.3% lower than Model 4. The results of the initial regression analysis for Htd are
summarized in Table 4-55.

OOTable 4-55

Summarized Initial Regression Analysis of Actual Similarity-Dissimilarity and Perceived
Similarity-Dissimilarity as Variables Explaining Perceived Group Openness to Diversity
(Total Score) (N=183)
Variable

F

df

P

Model 1

64.21

1

Model 2

34.45

Model 3

B

SE/B

t

P

R2

Adjusted
R~

,000

,262

,258

2

,000

,277

,269

32.39

3

,000

Model 4

26.16

4

,000

Model 5

20.83

5

.OOO

Model 6

17.29

6

,000

Model 7

14.90

7

.OOO

Model 8

13.43

8

,000

,382

.353

Based on this result, the variables from Models 5 , 6, and 7 were removed and the
analysis rerun with the variable from Model 8. This resulted in Model 5 having three
explanatory variables (perceived visible similarity-dissimilarity, perceived values and

informational similarity-dissimilarity, and occupation), and one trend variable (years
practiced), an R2 of 37.8%, and an adjusted R2 of 36.1%. As such, the revised Model 5
was selected as the best explanatory model for predicting perceived group openness to

informational diversity. The best explanatory model found was:
Perceived Group Openness to Diversity (total score) = 28,40(Constant)

-.69(Perceived Visible Similarity-Dissimilarity) -.68 (Occupation)- .36(Perceived
Values and Informational Similarity-Dissimilarity) +.08(Years Practiced)
-I.lS(Practice in a Clinical Area) + e
Analysis of individual predictors indicated a significant explanatory relationship
was found between three of the five predictors and perceived group openness to diversity

(total score).

The standardized beta coefficient @) for each of the three significant

predictors indicated its relative importance in explaining CFT's perceived group

openness to diversity (total score). Perceived visible similarity-dissimilarity was the
most important predictor (t = -2.81, p = .006, P = - .27) in the model. It had an inverse
relationship to perceived group openness to diversity (total score), indicating that the
higher the perceived visible dissimilarity (the greater the degree of perceived visible
differences between the respondent and the rest of the group), the lower the perceived

group openness to diversity (total score). Occupation ( t = - 3.79, p = .000, P = - .24) was
the second most important predictor in the model. It too had an inverse relationship with

perceived group openness to diversity (total score). The negative P values indicated the
higher the occupational level, the more the perceived group openness to diversity (total

score). Because occupation was coded such that executives were assigned a 1 and line
workers a 7, results of an inverse relationship indicated that executives and directors
(both patient care and non-patient care) perceived more CFT's group openness to visible

diversity than did line workers, therapists, and RN's. The third most important variable
was perceived values and informational similarity-dissimilarity (t = - 2.40, p = .017, P = -

.23). It also had an inverse relationship with perceived group openness to diversity (total
score), indicating that the higher the perceived values and informational dissimilarity the

lower the perceived group openness to diversity (total score). The fourth most important
predictor was years in practice (t = 1.83, p = .069, P = .12). The fifth and final predictor
was practice in a clinical area (t = - 1.49, p = .138, P = - .09). The inverse relationship
indicated that the greater the frequency of respondents who practiced in a clinical area,
the lower the perceived group openness to diversity (total score). Results of the
regression analyses showed HZdwas supported. The results of the regression analysis for

HZdare summarized in Table 4-56.

Table 4-56
Summarized Revised Regression Analysis of Actual Similarity-Dissimilarity and
Perceived Similarity-Dissimilarity as Variables Explaining Perceived Group Openness to
Diversity (Total Score) (N=183)
Variable

F

df

P

Model 1

64.21

1

Model 2

34.45

Model 3

B

l-j

t

R~

Adjusted
R~

.OO

,262

,258

2

.OO

,277

.269

32.39

3

.OO

.352

,341

Model 4

26.16

4

.OO

.370

,356

Model 5
(Constant)
Perceived Visible
SimilarityDissimilarity
Perceived Values
and Informational
SimilarityDissimilarity
Actual Similarity
Dissimilarity:
Occupation
Actual Similarity
Dissimilarity:
Years Practiced
Clinical Practice
Area

21.52

5

.OO

,378

,361

SE

p

,

28.40
-0.69

1.81
0.25

-.27

-2.81

-01

-0.36

0.15

-.22

-2.40

.02

-0.68

0.18

-.24

-3.79

-00

0.08

0.04

.12

1.83

.07

-1.15

0.77

-.09

-1.49

.14

Research Hypothesis 3
There is a significant explanatory relationship between actual similaritydissimilarity, perceived similarity-dissimilarity, perceived group openness to diversity,
and team cohesion in south Florida hospital CFTs.

H3 Eta, Pearson r, and Hierarchical Linear Regression of Actual SimilarityDissimilarity, Perceived Similarity-Dissimilarity, Perceived Group Openness to Visible
Diversity, and Team Cohesion
Actual similarity-dissimilarity categorical variables of gender, race, and ethnicity

showed no significant eta correlations with team cohesion, and thus, those variables were
not included in either the Pearson r or regression analyses. Practice area did have a
significant correlation ( h = .227, F = 4.38, p = .014) with team cohesion. The results of
eta correlations using the means procedure in SPSS are shown in Table 4-57.

Table 4-57
Eta Correlations of CFT Gender, Race, Ethnicity, Practice Area, and Team Cohesion (N

Categorical Variables

Eta

Eta Squared

F

P

Gender
Race
Ethnicity
Practice Area

Following the results from eta correlations, three dummy variables were created
for practice area, and these dummy variables were included in the Pearson r correlation
analysis of actual similarity-dissimilarity variables of age, years in practice, education,

240

tenure, occupation, perceived

similarity-dissimilarity (visible and

values and

informational), and perceived group openness to diversity (visible, values, and
informational) with team cohesion. Results of Pearson r correlations of the dummy
coded variables for practice area showed a positive, significant correlation between
practice in an administrative or medical staff area ( r = .212, p = .004) and team cohesion.

Actual similarity-dissimilarity variables of age, years in practice, education, and
occupation showed significant Pearson r correlations with team cohesion. Occupation (r
= - .365, p = .000) had an inverse relationship, such that the higher the occupational level,

the higher the team cohesion rating. Because occupation was coded such that executives
were assigned a 1 and line workers a 7, results of an inverse relationship indicated that
executives and directors (both patient care and no;-patient care) rated their CFT team
cohesion more highly than did line workers, therapists, and RN's. Education ( r = - .233,

p = .001) also had an inverse relationship with team cohesion, such that the higher the
education level the higher the team cohesion rating. Because education was coded such
that professional degrees were assigned a 1 and less than seven years of school a 7,
results of an inverse relationship indicated that respondents with post graduate degrees
rated their CFT team cohesion more highly than did those with less than seven years of
school. The results of Pearson r correlations of the practice area dummy coded variables,
and actual similarity-dissimilarity variables of age, years in practice, education, tenure,
and occupation with team cohesion are shown in Table 4-58.

Table 4-58

Pearson r Correlations of CFT Dummy-Coded Variables, Actual Similarity-Dissimilarity Variables of Age, Years in Practice,
Education, Tenure, and Occupation with Team Cohesion (N = 184)

Practice Area
Administrative or
Medical Staff

Clinical

Support

Age

Years in
Practice

Education

Tenure

Occupation

-.072

-.lo6

,333

,153

.I76
.017

.202
.006

-.233
.001

-.058
.434

-.365
O
. OO

Team Cohesion

Pearson r
P

.212
.004

Results of Pearson r analyses showed significant correlations between perceived

visible similarity-dissimilarity, perceived

values and

informational similarity-

dissimilarity, perceived group openness to diversity (visible, values, and informational),
and team cohesion. Both perceived visible similarity-dissimilarity and perceived values
and informational similarity-dissimilarity had inverse relationships with team cohesion,
indicating that the higher the perceived dissimilarity (the greater the degree of perceived

visible or values and informational differences between the respondent and the rest of the
group), the lower the team cohesion rating. The results of Pearson r correlations of

perceived similarity-dissimilarity (visible and value and informational),perceived group
openness to diversity (visible, values, and informational) with team cohesion are shown
in Table 4-59.

Table 4-59
Pearson r Correlations of CFT Perceived Similarity-Dissimilarity (Visible and Values and Informational) and Perceived Group
Openness to Diversity (Visible, Values, and Informational) with Team Cohesion (N = 184)

Perceived Similarity-Dissimilarity
Visible

w

k

Team Cohesion
Pearson I-

P

Values and Informational

Perceived Group Openness to Diversity
Visible

Values

Informational

Significant variables (there were no trend variables) from the Pearson r analysis
were entered into a hierarchical regression model in order of significance, from strongest
to weakest. Variables with the same significance level were ordered according to the
strength of the correlation. All nine of the models produced had significant F values, and
the t statistic for all nine models was significant for the constant. The R2 increased with
each new model until Model 9, when it stayed the same as Model 8 (71.7%). Model 7
had the highest adjusted R~(70.5%), and an R2 of 71.6%, which was just 0.1% lower than
Model 8. Both Model 7 and Model 8 had the same three significant explanatory variables
(perceived group openness to informational diversity, perceived group openness to
values diversity, and perceived values and informational similarity-dissimilarity).
However, Model 8 had eight predictors, while did Model 7 had seven. As such, Model 8
was selected as the best explanatory model for predicting team cohesion. The best
explanatory model found was:
Team Cohesion = 12.75(Constant) + .72 (Perceived Group Openness to Values
Diversity) +.52(Perceived Group Openness to Informational Diversity)
-.26(Perceived Values and Informational Similarity-Dissimilarity)
-.38(Education) +.I 7(Perceived Group Openness to Visible Diversity)
-.lO(Occupation) -.08(Perceived Group Openness to Visible SimilarityDissimilarity) -.31(Practice in an Administrative or Medical StaffArea) + e
Analysis of individual predictors indicated three of the eight predictors were
significant with team cohesion.

The standardized beta coefficient (P) for each of the

three significant predictors and remaining five predictors indicated their relative
importance in explaining CFT's team cohesion. Perceived group openness to values

diversity ( t = - 2.84, p = .005, P = .35) was the most important predictor in the model.
Perceived group openness to informational diversity was the second most important

predictor ( t = 2.52, p = .013, P = - .26) in the model. The third most important variable
was perceived values and informational similarity-dissimilarity ( t = - 3.46, p = .001, P = .22). It had an inverse relationship with team cohesion, indicating that the higher the
perceived values and informational dissimilarity the lower the team cohesion rating. The

fourth most important predictor was education ( t = - 1.45,p = .148, P = - .08). It also had
an inverse relationship with team cohesion, such that the higher the education level code
number, the higher the team cohesion rating. Because education was coded such that
professional degrees were assigned a I and less than seven years of school a 7, results of
an inverse relationship indicated that respondents with post graduate degrees rated their

CFT team cohesion more highly than did those with less than seven years of school. The
fifth most important predictor was perceived group openness to visible diversity ( t = 0.74,
p = .460, P = .08). Occupation was the sixth most important predictor ( t = -0.81, p =

.420, P = -.05). It also had an inverse relationship with team cohesion, such that the
higher the occupational level code number, the higher the team cohesion rating. Because
occupation was coded such that executives were assigned a 1 and line workers a 7, results

of an inverse relationship indicated that executives and directors (both patient care and
non-patient care) rated their CFT team cohesion more highly than did line workers,
therapists, and RN's. Perceived visible similarity-dissimilarity was the seventh most
important predictor ( t = - 0.61, p = .543, P = -.22). The eighth and final predictor in the
team cohesion model was practice in an administrative or medical staff area ( t = -0.55, p
= 335,

= -.03). It had an inverse relationship with team cohesion, which indicated that

the greater the frequency of respondents who practiced in an administrative or medical
staff area, the lower the team cohesion rating. Results of the regression analyses showed

H3 was supported. The results of the regression analysis for H3 are summarized in Table
4-60.

Table 4-60
Summarized Regression Analysis of Actual Similarity-Dissimilarity, Perceived SimilarityDissimilarity (Visible, Values and Informational), and Perceived Group Openness to
Diversity (Visible, Values, and Informational) as Variables Explaining Team Cohesion

Variable

F

d f P

B

SE

p

t

p

R'

Adjusted

RZ

Model 1
Model 2
Model 3
Model 4
Model 5
Model 6
Model 7
Model 8
(Constant)
Perceived Group
Openness to
Informational
Diversity
Perceived Group
Openness to Values
Diversity
Perceived Group ,
Openness to Visible
Diversity
Perceived Values and
Informational
SimilarityDissimilarity
Perceived Visible
SimilarityDissimilarity
Actual Similarity
Dissimilarity:
Occupation
Actual Similarity
Dissimilarity:
Education
Administrative or
Medical Staff
Practice Area

Model 9

43.60

10 ,000

.717

,701

Research Hypothesis 4
There is a significant explanatory relationship between actual similaritydissimilarity, perceived similarity-dissimilarity, perceived group openness to diversity,
team cohesion, and team outcome effectiveness in hospital cross-functional teams.
The Team Outcome Effectiveness scale was modified and as a result, the number
of sub-hypotheses was changed from six to five. Regression analyses were conducted on
H4a, H 4b, H 4c, H 4d (combined d and e), and H 4f.

H4, Eta, Pearson r, and Hierarchical Linear Regression of Actual Similarity-

Dissimilarity, Perceived Similarity-Dissimilarity, Perceived Group Openness to
Diversity, Team Cohesion, and Team Effectiveness in Achieving Goals
H4,:

There is a significant explanatory relationship between actual similaritydissimilarity, perceived similarity-dissimilarity, and group openness to
diversity, team cohesion, and hospital cross-functional team effectiveness
in achieving goals.

Actual similarity-dissimilarity categorical variables of gender and ethnicity
showed no significant eta correlations with team effectiveness in achieving goals, and
thus, those variables were not included in either the Pearson r or regression analyses.
Practice area did have a significant correlation ( h = .298, F = 8.80, p = .000), and race
had a trend correlation ( h = .167, F = 2.58, p = .078) with team effectiveness in achieving

goals. The results of eta correlations using the means procedure in SPSS are shown in
Table 4-6 1.

Table 4-6 1

Eta Correlations of CFT Gender, Race, Ethnicity, Practice Area, and Team Outcome
Effectiveness in Achieving Goals (N = 184)
Categorical Variables

Eta
(h)

Eta Squared
(h3

F

P

Gender
Race
Ethnicity
Practice Area
Following the results from eta correlations, three dummy variables each were
created for both practice area and race, and these dummy variables were included in the
Pearson r correlation analysis with actual similarity-dissimilarity variables of age, years
in practice, education, tenure, occupation, perceived similarity-dissimilarity (visible and
values and informational), perceived group openness to diversity (visible, values, and

informational), team cohesion, and team outcome effectiveness in achieving goals.
Results of Pearson r correlations of the dummy coded variables for race indicated a
significant inverse relationship between black respondents and team outcome

effectiveness in achieving goals, such that the higher the frequency of black respondents,
the lower the team outcome effectiveness in achieving goals. There were two significant
correlations between the dummy coded variables for practice area and team outcome

effectiveness in achieving goals.

There was a positive, significant correlation for

administrative/medical staff ( r = .272, p = .000) as well as an inverse relationship for
clinical ( r = - .239, p = .001). Actual similarity-dissimilarity variables of age, years in
practice, and education showed significant Pearson r correlations with team outcome

effectiveness in achieving goals. The results of Pearson r correlations of the practice area

and race dummy coded variables, actual similarity-dissimilarity variables of age, years in
practice, education, tenure, and occupation with team outcome effectiveness in achieving
goals are shown in Table 4-62.

Table 4-62

Pearson r Correlations of CFT Dummy-Coded Variables, Actual Similarity-Dissimilarity Variables of Age, Years in Practice,
Education, Tenure, and Occupation with Team Outcome Effectiveness in Achieving Goals(N = 184)

Race

Practice Area

Asian

Black

White

Administrative
Medical Staff

Clinical

Support

,081
,275

-.I62
.028

,101
,171

.272
O
. OO

-.239
.001

.023
,760

Age

Years in
Practice

Education

Tenure

Occupation

.1%
.012

.I98
.007

-.202
.006

-.063
,394

-.278
.OOO

Team
Outcome
Effectiveness
in Achieving
Goals

Pearson r
P

Perceived similarity-dissimilarity (visible and values and informational),
perceived group openness to diversity (visible, values, and informational), and team
cohesion all had significant Pearson r correlations with team outcome effectiveness in
achieving goals. Both perceived visible similarity-dissimilarity and perceived values and
informational similarity-dissimilarity had inverse relationships with team outcome
effectiveness in achieving goals, indicating that the higher the perceived dissimilarity (the

greater the degree of perceived visible or values and informational differences between
the respondent and the rest of the group), the lower the team outcome effectiveness in
achieving goals.

The results of Pearson r correlations of perceived similarity-

dissimilarity (visible and value and informational), perceived group openness to diversity
(visible, values, and informational), and team cohesion with team outcome effectiveness
in achieving goals are shown in Table 4-63.

Table 4-63

Pearson r Correlations of CFT Perceived Similarity-Dissimilarity (Visible and Values and Informational), Perceived Group Openness
to Diversity (Visible, Values, and Informational), and Team Cohesion with Team Outcome Effectiveness in Achieving Goals (N = 184)

Perceived Similarity-Dissimilarity
Visible

N

Team Outcome
Effectiveness
in Achieving Goals

Pearson r
P

Values and
Informational

Perceived Group Openness to Diversity
Visible

Values

Informational

Team Cohesion

Significant variables (there were no trend variables) from the Pearson r analysis
were entered into a hierarchical regression model in order of significance, from strongest
to weakest. Variables with the same significance level were ordered according to the
strength of the correlation. There were 13 predictors entered into the model. Because
only nine separate blocks exist for hierarchical regression in SPSS, the five weakest
variables (practice in a clinical area, education, years practiced, age, and the dummy
variable "black" for race) were all entered into the ninth block simultaneously. All nine
of the models produced had significant F values, and the t statistic for all nine models
was significant for the constant. The R2 increased with each new model, resulting in
Model 9 having the highest R2 (57.3%) as well as the highest adjusted R* (54.0%). Model

9 had 13 predictors, of which five were significant explanatory variables (team cohesion,
perceived visible similarity-dissimilarity, perceived values and informational similaritydissimilarity, practice in a clinical area, and "black" race dummy variable). As such,
Model 9 was selected as the best explanatory model for predicting team outcome

effectiveness in achieving goals. The best explanatory model found was:
Team Outcome Effectiveness in Achieving Goals = 11.38(Constant) + .79 (Team
Cohesion) + .29(Perceived Values and Informational Similarity-Dissimilarity)
-.46(Perceived Visible Similarity-Dissimilarity) +.46(Perceived Group Openness
to Informational Diversity - 1.86 (Practice in a Clinical Area) - 1.40(Black Race
Dummy Variable) -.04(Age) +.18(Perceived Group Openness to Values Diversity)
-.18(Perceived Group Openness to Visible Diversity) +.04(Years Practiced)
+.14(Occupation) +. 74(Administrative or Medical Staff) -.25(Education) + e

Analysis of individual predictors indicated five of the thirteen predictors were
significant with team outcome effectiveness in achieving goals.

The standardized beta

coefficient (4) for each of the five significant predictors and remaining eight predictors
indicated their relative importance in explaining CFT's team effectiveness in achieving
goals. Team cohesion ( t = 5.87, p = .000, P = .56) was the most important predictor in

the model. The second most important variable was perceived values and informational
similarity-dissimilarity ( t = 2.12, p = .036, P = .18). The third most important variable

was perceived visible similarity-dissimilarity ( t = - 2.06, p = .041, P = - .17). It had an
inverse relationship to team outcome effectiveness in achieving goals, indicating that the
higher the perceived visible dissimilarity, the lower the team outcome effectiveness in
achieving goals. Although not significant, perceived group openness to informational
diversity was the fourth most important predictor ( t = 1.23, p = .220, /? = .16) in the

model. The fifth most important predictor was practice in a clinical area ( t = - 2.14, p =

.034, P = .15). The sixth and final significant predictor was the race dummy variable
6
'

Black" ( t = -2.03, p = .04, P = - .11). The remaining predictors were age ( t = - .64, p =

.525, P = -.On, group openness to values diversity ( t = .40, p = .689, P = .06), group
openness to visible diversity, ( t = -.45, p = .650, P = -.06), years practiced ( t = 54, p =

.594, P = .06), occupation ( t = .60, p = 3 1 , P = .05), administrative or medical staff
practice area ( t = .582, p = 561, P = .05), and education ( t = -.50, p = -.62, P = -.04).
Results of the regression analyses showed H4, was supported. The results of the
regression analysis for H4, are summarized in Table 4-64.

Table 4-64

Summarized Regression Analysis of Actual Similarity-Dissimilarity, Perceived SimilarityDissimilarity (Visible, Values and Informational), Perceived Group Openness to
Diversity (Visible, Values, and Informational), and Team Cohesion as Variables
Explaining Team Outcome Effectiveness in Achieving Goals (N=183)
F

Variable
Model 1
Model 2
Model 3
Model 4
Model 5
Model 6
Model 7
Model 8
Model 9
(Constant)
Team Cohesion
Perceived Group
Openness to
Informational
Diversity
Perceived Group
Openness to
Values Diversity
Perceived Group
Openness to
Visible Diversity
Perceived Visible
SimilarityDissimilarity
Perceived Values
and Informational
SimilarityDissimilarity
Occupation
Administrative or
Medical Staff
Practice Area
Practice in a
Clinical Area
Education
Years Practiced
Age
Race: Black
'

d f P

B

SE

fi

t

p

R~

Adjusted
R~

H46

Eta, Pearson r, and Hierarchical Linear Regression of Actual Similarity-

Dissimilarity, Perceived Similarity-Dissimilarity, Perceived Group Openness to
Diversity, Team Cohesion, and Team Effectiveness in Achieving Customer Satisfaction
Wb: There is a significant explanatory relationship between actual similarity-

dissimilarity, perceived similarity-dissimilarity, and group openness to
diversity, team cohesion, and hospital cross-functional team effectiveness
in achieving customer satisfaction.
Actual similarity-dissimilarity categorical variables of gender, race, and ethnicity
showed no significant eta correlations with team outcome effectiveness in achieving

customer service, and thus, those variables were not included in either the Pearson r or
regression analyses. Practice area did have a significant correlation ( h = ,251, F = 6.06, p
= .003), with team effectiveness in achieving customer satisfaction. The results of eta

correlations using the means procedure in SPSS are shown in Table 4-65.

Table 4-65

Eta Correlations of CFT Gender, Race, Ethnicity, Practice Area, and Team Outcome
Effectiveness in Achieving Customer Satisfaction (N = 184)
Categorical Variables

Eta
(h)

Eta Squared

F

P

(h3

Gender
Race
Ethnicity
Practice Area

Following the results from eta correlations, three dummy variables were created
for practice area, and these dummy variables were included in the Pearson r correlation

analysis with actual similarity-dissimilarity variables of age, years in practice, education,
tenure, occupation, perceived
informational), perceived

similarity-dissimilarity

group openness

(visible and

to diversity

values and

(visible, values, and

informational), team cohesion, and team outcome effectiveness in achieving customer
service. Results of Pearson r correlations of the dummy coded variables for practice area

indicated a positive, significant correlation for administrative/medical staff ( r = .250, p =
.001) as well as an inverse trend relationship for clinical ( r = - .132, p = ,073) where the

greater the frequency of practice in a clinical area the lower the team outcome
effectiveness in achieving customer satisfaction. Actual similarity-dissimilarity variables

of age, years in practice, and education showed significant Pearson r correlations with
team outcome effectiveness in achieving customer service. The results of Pearson r

correlations of the practice area, actual similarity-dissimilarity variables of age, years in
practice, education, tenure, and occupation with team outcome effectiveness in achieving
customer service are shown in Table 4-66.

Table 4-66

Pearson r Correlations of CFT Practice Area Dummy-Coded Variables, Actual Similarity-Dissimilarity Variables of Age, Years in
Practice, Education, Tenure, and Occupation with Team Outcome Effectiveness in Achieving Customer Service (N = 184)

Practice Area

t-2
0

Administrative
Medical Staff

Clinical

Support

.250
.001

-.I32
.073

-.074

Age

Years in
Practice

Education

Tenure

Occupation

.I68
.023

.I59
.031

-.238
.001

-.026
,723

-.282
.000

Team Outcome
Effectiveness in
Achieving
Customer
Service

Pearson r
P

,319

Perceived similarity-dissimilarity (visible and values and informational),
perceived group openness to diversity (visible, values, and informational), and team
cohesion all had significant Pearson r correlations with team outcome effectiveness in
achieving customer service. Both perceived visible similarity-dissimilarity ( r = - .392, p =

.000) and perceived values and informational similarity-dissimilarity (r = - .320, p =
.000) had inverse relationships with team outcome effectiveness in achieving customer
service, indicating that the higher the perceived dissimilarity (the greater the degree of
perceived visible and value and informational differences between the respondent and the

rest of the group), the lower the team outcome effectiveness in achieving customer
service. The results of Pearson r correlations of perceived similarity-dissimilarity (visible

and value and informational), perceived group openness to diversity (visible, values, and
informational), and team cohesion with team outcome effectiveness in achieving
customer service are shown in Table 4-67.

Table 4-67

Pearson r Correlations of CFT Perceived Similarity-Dissimilarity (Visible and Values and Informational), Perceived Group Openness
to Diversity (Visible, Values, and Informatioizal), and Team Cohesion with Team Outcome Effectiveness in Achieving Customer
Service ( N = 184)

Perceived Similarity-Dissimilarity
Visible

F3

Team Outcome
Effectiveness
in Achieving Customer
Service

Pearson r

P

Values and
Informational

Perceived Group Openness to Diversity
Visible

Values

Informational

Team Cohesion

Significant variables (there were no trend variables) from the Pearson r analysis
were entered into a hierarchical regression model in order of significance, from strongest
to weakest. Variables with the same significance level were ordered according to the
strength of the correlation. There were 11 predictors entered into the model. Because
only nine separate blocks exist for hierarchical regression in SPSS, the three weakest
variables (age, education, and years practiced) were all entered into the ninth block
simultaneously.

All nine of the models produced had significant F values, and the t

statistic for all nine models was significant for the constant. The R2 increased with each
new model, except for Model 7 (occupation), which had the same R2 of 47.9% as Model
6. The R2 increased again for model 8 (administrative or medical staff practice area) to
48.9%, and then again for Model 9, resulting in Model 9 having the highest R2 (49.4%).
Model 9 had 11 predictors, and, as with Model 8, there was one significant explanatory
variable (team cohesion), and two trend variables (perceived visible similarity-

dissimilarity and perceived values and informational similarity-dissimilarity). Although
Model 8 had the highest adjusted R2 (46.5%), the increase in R2 from Model 8 to Model 9
(0.5%) was greater than the decrease in adjusted R2 between Model 8 and Model 9
(0.4%). As such, Model 9 was selected as the best explanatory model for predicting team

outcome effectiveness in achieving customer service. The best explanatory model found
was:

Team Outcome Effectiveness in Achieving Customer Service = 9.82(Constant)
+.73 (Team Cohesion) + .54(Perceived Group Openness to Values Diversity)

+27(Perceived Values and Informational Similarity-Dissimilarity)

-.49(Perceived Group Openness to Visible Diversity) -.40 (Perceived Visible
Similarity-Dissimilarity) +.40(Perceived Group Openness to Informational
Diversity.) -.60(Education) +.26(0ccupation) +1.3O(Administrative or Medical
Staff Practice Area) +.04(Age)+.03(Years Practiced) + e
Analysis of individual predictors indicated one of the eleven predictors was
significant with team outcome effectiveness in achieving customer sewice.

The

standardized beta coefficient (4) for the one significant predictor and remaining ten
predictors indicated their relative importance in explaining CFT's team effectiveness in

achieving customer service. Team cohesion (t = 5.22, p = .000, P = .53) was the most
important predictor in the model. Although not significant, the second most important
variable was perceived group openness to values diversity (t = 1.12, p = .265, P = .19).
The third most important variable was perceived values and informational similarity-

dissimilarity (t = 1.86, p = .064, /? = .17). While not significant, perceived group
openness to visible diversity was the fourth most important predictor (t = -1.17, p = .244,

p = -.17) in the model, and had an inverse relationship with team outcome effectiveness in
achieving customer satisfaction. The inverse relationship indicated that the greater the
perceived group openness to visible diversity, the lower the team outcome effectiveness in
achieving customer satisfaction. The fifth most important predictor was perceived visible
similarity-dissimilarity (t = -1.73, p = .085, P = -.I@. The remaining predictors were
perceived group openness to informational diversity ( t = 1.03, p = .305,

P

= .15),

education (t = .-1.21, p = .228, P = .-.lo) (inverse), occupation, (t = 1.13, p = .259, P =

.09), administrative or medical staff practice area (t = 1.20, p = .228, P = .09), age (t =
552, p = ,582, P = .0@, and years practiced (t = -.45, p = .656, P = -.05). Results of the

regression analyses showed H4b was supported. The results of the regression analysis for
H4bare summarized in Table 4-68.
Table 4-68
Summarized Regression Analysis of Actual Similarity-Dissimilarity, Perceived SimilarityDissimilarity (Visible, Values and Informational), Perceived Group Openness to
Diversity (Visible, Values, and Informational), and Team Cohesion as Variables
Explaining Team Outcome Effectiveness in Achieving Customer Service (N=183)
Variable

F

df

P

B

SE

p

t

p

R2

Adjusted

R2
Model 1
Model 2
Model 3
Model 4
Model 5
Model 6
Model 7
Model 8

145.86
76.53
51.02
38.77
30.93
26.94
22.99
20.81

1
2
3
4
5
6
7
8

,000
,000
.OOO
,000
,000
,000
,000
,000

,446
,460
,461
,466
,467
,479
,479
,489

.443
,454
.452
,454
,452
,461
,458
,465

Model 9

15.15

11

.OOO

,494

,461

(Constant)
Team Cohesion
Perceived Group
Openness to
Informational
Diversity
Perceived Group
Openness to
Values Diversity
Perceived Group
Openness to
Visible Diversity
Perceived Visible
SimilarityDissimilarity
Perceived Values
and Informational
SimilarityDissimilarity
Occupation
Administrative or
Medical Staff
Practice Area
Education
Age
Years Practiced

9.82
0.73
0.40

3.65
0.14
0.39

.53
.I5

5.22
1.03

.OO
.31

0.54

0.48

.I9

1.12

.27

0.49

0.42

-.I7

-1.17

.24

0.40

0.23

-.I6

-1.73

.09

0.27

0.14

.17

1.86

.06

0.26
1.30

0.23
1.07

.09
.09

1.13
1.21

.26
.23

-0.60
0.04
-0.03

0.50
0.07
0.08

-.lo
.06
-.05

-1.21
0.55
-0.45

.23
.58
.66

H4,

Eta, Pearson r, and Hierarchical Linear Regression of Actual Similarity-

Dissimilarity, Perceived Similarity-Dissimilarity, Perceived Group Openness to
Diversity, Team Cohesion, and Team Effectiveness in Achieving Timeliness
H4,:

There is a significant explanatory relationship between actual similaritydissimilarity, perceived similarity-dissimilarity, and group openness to
diversity, team cohesion, and hospital cross-functional team effectiveness
in achieving timeliness.

Actual similarity-dissimilarity categorical variables of gender, race, and ethnicity
showed no significant or trend eta correlations with team effectiveness in achieving

timeliness, and thus, those variables were not included in either the Pearson r or
regression analyses. Practice area did have a trend correlation ( h = .230, F = 5.07, p =
.007) with team effectiveness in achieving timeliness. The results of eta correlations
using the means procedure in SPSS are shown in Table 4-69.

Table 4-69

Eta Correlations of CFT Gender, Race, Ethnicity, Practice Area, and Team Outcome
Effectiveness in Achieving Timeliness (N = 184)
Categorical Variables

Eta
(h)

Eta Squared
(h3

F

P

Gender
Race
Ethnicity
Practice Area

Following the results from eta correlations, three dummy variables were created
for practice area, and these dummy variables were included in the Pearson r correlation

analysis with actual similarity-dissimilarity variables of age, years in practice, education,
tenure, occupation, perceived
informational), perceived

similarity-dissimilarity

group

openness

(visible and values and

to diversity

(visible, values, and

informational), team cohesion, and team outcome effectiveness in achieving timeliness.

Results of Pearson r correlations of the dummy coded variables for practice area
indicated a positive, significant correlation for administrative/medical staff ( r = .226, p =
.002) as well as an inverse significant relationship for clinical ( r = - .149, p = .044),
where the greater the frequency of practice in a clinical area the lower the team outcome
effectiveness in achieving timeliness. Actual similarity-dissimilarity variables of age,

years in practice, and education showed significant Pearson r correlations with team
outiome effectiveness in achieving timeliness. The results of Pearson r correlations of the

practice area, actual similarity-dissimilarity variables of age, years in practice, education,
tenure, and occupation with team outcome effectiveness in achieving timeliness are shown
in Table 4-70.

Table 4-70

Pearson r Correlations of CFT Practice Area Dummy-Coded Variables, Actual Similarity-Dissimilarity Variables of Age, Years in
Practice, Education, Tenure, and Occupation with Team Outcome Effectiveness in Achieving Timeliness (N = 184)

Practice Area
Administrative
Medical Staff

Clinical

Support

.226
.002

-.I49
.044

-.035
.635

Age

Years in
Practice

Education

Tenure

Occupation

.I78
.015

.203
.006

-.I53
.038

-.017

-.222
.002

Team Outcome
Effectiveness in
Achieving
Timeliness

Pearson r
P

,818

Perceived similarity-dissimilarity (visible and values and informational),
perceived group openness to diversity (visible, values, and informational), and team
cohesion all had significant Pearson r correlations with team outcome effectiveness in
achieving timeliness. Both perceived visible similarity-dissimilarity (r = - .455, p = .000)
and perceived values and informational similarity-dissimilarity (r = - .344, p = .000) had
inverse relationships with team outcome effectiveness in achieving timeliness, indicating
that the higher the perceived dissimilarity (the greater the degree of perceived visible or

values and informational differences between the respondent and the rest of the group),
the lower the team outcome effectiveness in achieving timeliness. The results of Pearson

r correlations of perceived similarity-dissimilarity (visible and value and informational),
perceived group openness to diversity (visible, values, and informational), and team
cohesion with team outcome effectiveness in achieving timeliness are shown in Table 471.

Table 4-7 1

Pearson r Correlations of CFT Perceived Similarity-Dissimilarity (Visible and Values and Informational), Perceived Group Openness
to Diversity (Visible, Values, and Informational), and Team Cohesion with Team Outcome Effectiveness in Achieving Timeli~zess( N =
184)

Perceived Similarity-Dissimilarity
Visible

h)

4

o

Team Outcome
Effectiveness
in Achieving
Timeliness

Values and
Informational

Perceived Group Openness to Diversity
Visible

Values

Informational

Team Cohesion

Significant variables (there were no trend variables) from the Pearson r analysis
were entered into a hierarchical regression model in order of significance, from strongest
to weakest. Variables with the same significance level were ordered according to the
strength of the correlation. There were 12 predictors entered into the model. Because
only nine separate blocks exist for hierarchical regression in SPSS, the four weakest
variables (age, practice in a clinical area, education, and years practiced) were all entered
into the ninth block simultaneously. All nine of the models produced had significant F
values, and the t statistic for all nine models was significant for the constant. The R2
increased with each new model, resulting in Model 9 having the highest R2 (52.8%).
Model 8 had the highest adjusted R* (49.4%), and the increase in R2 from Model 8 to
Model 9 (0.5%) was less than'the decrease in adjusted R2 between Model 8 and Model 9

(0.7%). Additionally, although Model 8 had fewer predictors, it had four significant
individual explanatory variables (team cohesion, perceived

dissimilarity, perceived

values and

visible similarity-

informational similarity-dissimilarity,

and

administrative or medical staff practice area) and one trend variable (occupation), while
Model 9 had three significant explanatory variables (team cohesion, perceived visible

similarity-dissimilarity, and perceived values and informational similarity-dissimilarity)
and two trend variables (occupation and administrative or medical staff practice area).
As such, Model 8 was selected as the best explanatory model for predicting team

outcome effectiveness in achieving timeliness. The best explanatory model found was:
Team Outcome Effectiveness in Achieving Timeliness = 10.34(Constant) + .91
(Team Cohesion) - .94(Perceived Visible Similarity-Dissimilarity)

+.25(Perceived Group Openness to Values Diversity) +.24(Perceived Values and
Informational Similarity-Dissimilarity) -.I 7(Perceived Group Openness to Visible
Diversity) +.13(Administrative or Medical Staff Practice Area)
+.12(0ccupation) +.II(Perceived Group Openness to Informational Diversity.)

+e
Analysis of individual predictors indicated four of the eight predictors were
significant, and one a trend predictor, with team outcome effectiveness in achieving

timeliness. The standardized beta coefficient (13) for the four significant predictors, one
trend predictor, and remaining three predictors indicated their relative importance in
explaining CFT's team effectiveness in achieving timeliness. Team cohesion (t = 5.29, p
= .000,

p

= 3 2 ) was the most iiportant predictor in the model. The second most

important predictor was perceived visible similarity-dissimilarity ( t = -1.73, p = .OM, P =

-.16). The inverse relationship indicated that the greater the perceived visible similaritydissimilarity, the lower the team outcome effectiveness in achieving timeliness. Although
not significant, the third most important variable was perceived group openness to values

diversity (t = 1.57, p = .118, P = .25). The fourth most important variable was perceived
values and informational similarity-dissimilarity (t = 2.74, p = .007, P = .24). While
neither a significant nor trend predictor, perceived group openness to visible diversity
was the fifth most important predictor ( t = -1.27, p = .205, P = -.17) in the model, and had
an inverse relationship with team outcome effectiveness in achieving timeliness. The
inverse relationship indicated that the greater the perceived group openness to visible

diversity, the lower the team outcome effectiveness in achieving timeliness. The sixth
most important predictor was administrative or medical staff practice area (t = 2.07, p =

.040, /j = .13). The seventh predictor was occupation, (t = 1.85, p = .067, P = .12), and
the eighth and final predictor was perceived group openness to informational diversity (t
= .77, p = .445,/j = .11). Results of the regression analyses showed H4, was supported.

The results of the regression analysis for H4, are summarized in Table 4-72.

Table 4-72

Summarized Regression Analysis of Actual Similarity-Dissimilarity, Perceived SimilarityDissimilarity (Visible, Values and Informational), Perceived Group Openness to
Diversity (Visible, Values, and Informational), and Team Cohesion as Variables
Explaining Team Outcome Effectiveness in Achieving Timeliness (N=183)
d f P

Adjusted
R~

,000
,000
.OOO
,000
.OOO
,000
,000
.OOO

,455
,474
.476
,480
.491
,509
,514
,523

,452
,468
,467
,468
,477
,492
,494
,501

12 ,000

.528

,494

F

Model 1
Model 2
Model 3
Model 4
Model 5
Model 6
Model 7
Model 8

151.11
81.18
54.1 1
41.00
34.14
30.40
26.42
23.86

1
2
3
4
5
6
7
8

15.83

B

p

R'

Variable

SE

t

p

(Constant)
Team Cohesion
Perceived Group
Openness to
Values Diversity
Perceived Group
Openness to
Informational
Diversity
Perceived Group
Openness to
Visible Diversity
Perceived Visible
SimilarityDissimilarity
Perceived Values
and Informational
SimilarityDissimilarity
Administrative or
Medical Staff
Practice Area
Occupation

Model 9

Hdd Eta, Pearson r, and Hierarchical Linear Regression of Actual SimilarityDissimilarity, Perceived Similarity-Dissimilarity, Perceived Group Openness to
Diversity, Team Cohesion, and Team Effectiveness in Achieving Quality and
Productivity
H4d: There is a significant explanatory relationship between actual similaritydissimilarity, perceived

similarity-dissimilarity, group openness to

diversity, team cohesion, and hospital cross-functional team effectiveness
in achieving quality andproductivity.
Actual similarity-dissimilarity categorical variables of gender, race, and ethnicity
showed no significant or trend eta correlations with team effectiveness in achieving
quality and productivity, and thus, those variables were not included in either the Pearson
r or regression analyses. Practice area did have a significant correlation ( h = .258, F =

6.45, p = .002) with team effectiveness in achieving quality andproductivity. The results
of eta correlations using the means procedure in SPSS are shown in Table 4-73.

Table 4-73
Eta Correlations of CFT Gender, Race, Ethnicity, Practice Area, and Team Outcome
Effectiveness in Achieving Quality and Productivity (N = 184)
Categorical Variables

Gender
Race
Ethnicity
Practice Area

Eta
(h)

Eta Squared
(h2j

F

P

Following the results from eta correlations, three dummy variables were created
for practice area, and these dummy variables were included in the Pearson r correlation
analysis with actual similarity-dissimilarity variables of age, years in practice, education,
tenure, occupation, perceived
informational), perceived

similarity-dissimilarity

group openness

(visible and

to diversity

values and

(visible, values, and

informational), team cohesion, and team outcome effectiveness in achieving quality and
productivity. Results of Pearson r correlations of the dummy coded variables for practice

area indicated a positive, significant correlation for administrative/medical staff (r = .254,
p = .001) as well as ah inverse significant relationship for clinical (r = - .164, p = .026),

where the greater the frequency of practice in a clinical area the lower the team outcome
effectiveness in achieving quality and productivity.

Actual similarity-dissimilarity

variables of age, years in practice, and education showed significant Pearson r
correlations with team outcome effectiveness in achieving quality and productivity. The
results of Pearson r correlations of the practice area, actual similarity-dissimilarity
variables of age, years in practice, education, tenure, and occupation with team outcome
effectiveness in achieving quality and productivity are shown in Table 4-74.

Table 4-74

Pearson r Correlations of CFT Dummy-Coded Variables, Actual Similarity-Dissimilarity Variables of Age, Years in Practice,
Education, Tenure, and Occupation with Team Outcome Effectiveness in Achieving Quality and Productivity (N = 184)

Practice Area
Administrative
Medical Staff

Clinical

Support

.254
.001

-.I64
.026

-.042
,567

Age

Years in
Practice

Education

Tenure

Occupation

-171
.021

.I86
.011

-.I91
.010

.021
,782

-.248
.001

Team Outcome
Effectiveness in
Achieving
Quality and
Productivity

Pearson r
P

Perceived similarity-dissimilarity (visible and values and informational),
perceived group openness to diversity (visible, values, and informational), and team
cohesion all had significant Pearson r correlations with team outcome effectiveness in
achieving quality and productivity. Both perceived visible similarity-dissimilarity (r = .462, p = .000) and perceived values and informational similarity-dissimilarity (r = -.362,

p = ,000) had inverse relationships with team outcome effectiveness in achieving quality
and productivity, indicating that the higher the perceived dissimilarity (the greater the
degree of perceived visible or values and informational differences between the
respondent and the rest of the group, the lower the team outcome effectiveness in

achieving quality and productivity. The results of Pearson r correlations of perceived
similarity-dissimilarity (visible and values and informational),perceived group openness
to diversity (visible, values, and informational), and team cohesion with team outcome
effectiveness in achieving quality and productivity are shown in Table 4-75.

Table 4-75

Pearson r Correlations of CFT Perceived Similarity-Dissimilarify(Visible and Values and Informational), Perceived Group Openness
to Diversity (Visible, Values, and Informational), and Team Cohesion with Team Outcome Effectiveness in Achieving Quality and
Productivity ( N = 184)

Perceived Similarity-Dissimilarity
Visible

h,

-4

Team Outcome
Effectiveness
in Achieving Quality
and Productivity

Pearson r

P

Values and
Informational

Perceived Group Openness to Diversity
Visible

Values

Informational

Team Cohesion

Significant variables (there were no trend variables) from the Pearson r analysis
I

were entered into a hierarchical regression model in order of significance, from strongest
to weakest. Variables with the same significance level were ordered according to the
strength of the correlation. There were 12 predictors entered into the model. Because
only nine separate blocks exist for hierarchical regression in SPSS, the four weakest
variables (age, practice in a clinical area, education, and years practiced) were all entered
into the ninth block simultaneously. All nine of the models produced had significant F
values, and the t statistic for all nine models was significant for the constant. The R2
increased with each new model, resulting in Model 9 having the highest R' (55.5%).
Model 8 had the highest adjusted R' (53.1%), and the increase in R~ from Model 8 to
Model 9 (0.3%) has less than the decrease in adjusted R' between Model 8 and Model 9
(0.8%). Additionally, although Model 8 had fewer predictors, it had six significant
explanatory variables (team cohesion, perceived group openness to values diversity,

perceived group openness to visible diversity, perceived visible similarity-dissimilarity,
perceived values and informational similarity-dissimilarity, and administrative or
medical staff practice area), while Model 9 had five explanatory variables (team
I

cohesion, perceived group openness to values diversity, perceived group openness to
visible diversity, perceived visible similarity-dissimilarity, and perceived value and
informational similarity-dissimilarity). As such, Model 8 was selected as the best
explanatory model for predicting team outcome effectiveness in achieving quality and

productivity. The best explanatory model found was:
Team Outcome Effectiveness in Achieving Quality and Productivity =
18.16(Constant) + J.53 (Team Cohesion) + 2.47(Perceived Group Openness to

'

Values Diversity) - 2.06fPerceived Group Openness to Visible Diversity) .1.57(Perceived Visible Similarity-Dissimilarity)
Medical Staff Practice Area)

+

4.75(Administrative or

+ .67(Perceived Group Openness to Informational

Diversity) + .57(0ccupation) + e
Analysis of individual predictors indicated six of the eight predictors were
significant with team outcome effectiveness in achieving quality and productivity. The
standardized beta coefficient @) for the six significant predictors and remaining two
predictors indicated their relative importance in explaining CFT's team effectiveness in

achieving quality and productivity. Team cohesion (t = 5.25, p = ,000, P = S O ) was the
most important predictor in the model. The second most important predictor was

perceived group openness to values diversity (t = 2.49, p = .014, P = .39). The third
most important predictor was perceived group openness to visible diversity (t = -2.40, p =

.018,

= -.31). The inverse relationship indicated that the greater the perceived group

openness to visible diversity, the lower the team outcome effectiveness in achieving
quality and productivity.

The fourth most important variable was perceived visible

similarity-dissimilarity (t = -3.26, p = ,001, P = -.27). The inverse relationship indicated
that the greater the perceived visible similarity-dissimilarity, the lower the team outcome

effectiveness in achieving quality andproductivity. The fifth most important variable was
perceived values and informational similarity-dissimilarity (t = 2.31, p = .022, P = .19).
The sixth most important predictor was administrative or medical staff practice area (t =

2.31, p = .022, P = .14), which indicated that the greater the frequency of administrative
or medical staff practice area, the greater the team outcome effectiveness in achieving

quality and productivity. Neither the seventh nor eighth predictors were significant. The

seventh predictor was perceived group openness to infomultional diversity, ( t = .83, p =
.409, ,!3 = .I]), and the eighth and final predictor was occupation (t = 1.44, p = .152, ,!3 =

.09). Results of the regression analyses showed H4d was supported. The results of the
regression analysis for H4dare summarized in Table 4-76.

Table 4-76
Summarized Regression Analysis of Actual Similarity-Dissimilarity, Perceived SimilarityDissimilarity (Visible, Values and Informational), Perceived Group Openness to
Diversity (Visible, Values, and Informational), and Team Cohesion as Variables
Explaining Team Outcome Effectiveness in Achieving Quality and Productivity (N=183)
Variable

F

Model 1
Model 2
Model 3
Model 4
Model 5
Model 6
Model 7
Model 8

161.99
88.91
59.23
46.54
39.16
34.12
30.11
27.77

d f P

B

SE

p

t

p

RZ

Adjusted
R~

.555

,523

1
2
3
4
5
6

7
8

(Constant)
Team Cohesion
Perceived Group
Openness to
Values Diversity
Perceived Group
Openness to
Informational
Diversity
Perceived Group
Openness to
Visible Diversity
Perceived Visible
SimilarityDissimilarity
Perceived Values
and Informational
SimilarityDissimilarity
Administrative or
Medical Staff
Practice Area
Occupation

Model 9

17.66

12 ,000

H4f

Eta, Pearson r, and Hierarchical Linear Regression of Actual Similarity-

Dissimilarity, Perceived Similarity-Dissimilarity, Perceived Group Openness to
Diversity, Team Cohesion, and Team Effectiveness (Total Score)
H4f:

There is a significant explanatory relationship between actual similaritydissimilarity, perceived similarity-dissimilarity, group openness to
diversity, team cohesion, and hospital cross-functional team effectiveness
(total score).

Actual similarity-dissimilarity categorical variables of gender, race, and ethnicity
showed no significant or trend eta correlations with team effectiveness (total score), and
thus, those variables were not included in either the Pearson r or regression analyses.
Practice area did have a significant correlation ( h = .268, F = 7.03, p = ,001) with team

effectiveness (total score). The results of eta correlations using the means procedure in
SPSS are shown in Table 4-77.

Table 4-77

Eta Correlations o f CFT Gender, Race, Ethnicity, Practice Area, and Team Outcome
Effectiveness (Total Score) (N = 184)
Categorical Variables

Gender
Race
Ethnicity
Practice Area

Eta
(h)

Eta Squared
(h?

F

P

Following the results from eta correlations, three dummy variables were created
for practice area, and these dummy variables were included in the Pearson r correlation
analysis with actual similarity-dissimilarity variables of age, years in practice, education,
tenure, occupation, perceived

informational), perceived

similarity-dissimilarity (visible and values and

group openness to diversity

(visible, values, and

informational), team cohesion, and team outcome effectiveness (total score). Results of
Pearson r correlations of the dummy coded variables for practice area indicated a
positive, significant correlation for administrative/medical staff ( r = .263, p = .000) as
well as an inverse significant relationship for clinical (r = - ,177, p = .016), where the
greater the frequency of practice in a clinical area the lower the team outcome

effectiveness (total score). Actual similarity-dissimilarity variables of age, years in
practice, and education showed significant Pearson r correlations with team outcome

effectiveness (total score). The results of Pearson r correlations of the practice area and
race dummy coded variables, actual similarity-dissimilarity variables of age, years in
practice, education, tenure, and occupation with team outcome effectiveness (total score)
are shown in Table 4-78.

Table 4-78

Pearson r Correlations of CFT Dummy-Coded Variables, Actual Similarity-Dissimilarity Variables ofdge, Years in Practice,
Education, Tenure, and Occupation with Team Outcome Effectiveness (Total Score)(N = 184)

Practice Area
Administrative
Medical Staff

%

o\

Team Outcome
Effectiveness
(Total Score)

Pearson r

P

Clinical

Age
Support

Years in
Practice

Education

Tenure

Occupation

Perceived similarity-dissimilarity (visible and values and informational),
perceived group openness to diversity (visible, values, and informational), and team
cohesion all had significant Pearson r correlations with team outcome effectiveness in
achieving quality and productivity. Both perceived visible similarity-dissimilarity (r = -

.464, p = .000) and perceived values and informational similarity-dissimilarity (r = .364, p = .000) had inverse relationships with team outcome effectiveness (total score),
indicating that the higher the perceived dissimilarity (the greater the degree of perceived
visible or values and informational differences between the respondent and the rest of the

group, the lower the team outcome effectiveness (total score). The results of Pearson r
correlations of perceived similarity-dissimilarity (visible and values and informational),
perceived group openness to diversity (visible, values, and informational), and team
cohesion with team outcome effectiveness (total score) are shown in Table 4-79.

Table 4-79

Pearson r Correlations of CFT Perceived Similarity-Dissimilarity (Visible and Values and Informational), Perceived Group Openness
to Diversity (Visible, Values, and Informational), and Team Cohesion with Team Outcome Effectiveness (Total Score)(N = 184)

Perceived Similarity-Dissimilarity
Visible

N

00
00

Team Outcome
Effectiveness
(Total Score)

Pearson r
P

Values and
Informational

Perceived Group Openness to Diversity
Visible

Values

Informational

Team Cohesion

Significant variables (there were no trend variables) from the Pearson r analysis
were entered into a hierarchical regression model in order of significance, from strongest
to weakest. Variables with the same significance level were ordered according to the
strength of the correlation. There were 12 predictors entered into the model. Because
only nine separate blocks exist for hierarchical regression in SPSS, the four weakest
variables (age, practice in a clinical area, education, and years practiced) were all entered
into the ninth block simultaneously. All nine of the models produced had significant F
values, and the t statistic for all nine models was significant for the constant. With the
exception of Model 7 (occupation), which had the same R2 of 56.9% as Model 6

(perceived values and informational similarity-dissimilarity), the R2 increased with each
new'model. As a result, Model 9 had the highest R2 (58.6%). Model 8 had 'the highest
adjusted R2 (55.7%), and the increase in R2 from Model 8 to Model 9 (0.3%) was less
than the decrease in adjusted R~ between Model 8 and Model 9 (0.7%). Additionally,
although Model 8 had fewer predictors, it had four significant explanatory variables

(team cohesion, perceived visible similarity-dissimilarity, perceived values and
informational similarity-dissimilarity, and administrative or medical staff practice area),
and two trend predictors (perceived group openness to values diversity and perceived

group openness to visible diversity), while Model 9 had three significant explanatory
variables (team cohesion, perceived visible similarity-dissimilarity, and perceived values

and informational similarity-dissimilarity) and two trend predictors (perceived group
openness to values diversity and perceived group openness to visible diversity). As such,
Model 8 was selected as the best explanatory model for predicting team outcome

effectiveness (total score). The best explanatory model found was:

Team Outcome Effectiveness (total score) = 44.92(Constant)

+

3.96 (Team

Cohesion) + 4.18(Perceived Group Openness to Values Diversity)
-2.50(Perceived Visible Similarity-Dissimilarity) +1.76(Perceived Values and
Informational Similarity-Dissimilarity) -3.29(Group

Openness to Visible

Diversity) +11.49(Administrative or Medical Staff) +1.83(Group Openness to
Informational Diversity) +1.36(0ccupation) + e
Analysis of individual predictors indicated six four of the eight predictors were
significant with team outcome effectiveness in (total score).

The standardized beta

coefficient (B) for the four significant predictors and remaining two predictors indicated
their relative importance in explaining CFT's team outcome (total score). Team cohesion

(t = 5.98, p = .000, /? = 3 5 ) was the most important predictor in the model. The second
most important predictor was perceived group openness to values diversity (t = 1.84,p =

.067, /? = .28). The third most important predictor was perceived visible similarity-

dissimilarity (t = -3.11, p = .002, /? = -.25). The inverse relationship indicated that the
greater the perceived visible similarity-dissimilarity, the lower the team outcome

effectiveness (total score). The fourth most important variable was perceived values and
informational similarity-dissimilarity ( t = 2.63, p = .009, P = .21). A trend predictor,
perceived group openness to visible diversity was the fifth most important predictor (t = 1.68,p = .096, /? = -.21) in the model, and had an inverse relationship with team outcome

effectiveness (total score).

The inverse relationship indicated that the greater the

perceived group openness to visible diversity, the lower the team outcome effectiveness
(total score). The sixth most important predictor was administrative or medical staff
practice area (t = 2.45, p = .0415, /? = .14), and indicated that the greater the frequency of

administrative or medical staff practice area, the greater the team outcome effectives (total
score). Neither the seventh nor eighth predictors were significant or trend predictors.
The seventh predictor was perceived group openness to informational diversity, (t = .99,
p = .325, P = .13), and the eighth and final predictor was occupation (t = .1.50, p = .135,

p = .09). Results of the regression analyses showed H4f was supported.
the regression analysis for H4f are summarized in Table 4-80.

The results of

Table 4-80

Summarized Regression Analysis of Actual Similarity-Dissimilarity, Perceived SimilarityDissimilarity (Visible, Values and Informational), Perceived Group Openness to
Diversity (Visible, Values, and Informational), and Team Cohesion as Variables
Explaining Team Outcome Effectiveness (Total Score) (N=183)
Variable

F

d f P

B

SE

$

t

p

R'

Adjusted
R~

Model 1
Model 2
Model 3
Model 4
Model 5
Model 6
Model 7
Model 8
(Constant)
Team Cohesion
Perceived Group
Openness to
Values Diversity
Perceived Group
Openness to
Informational
Diversity
Perceived Group
Openness to
Visible Diversity
Perceived Visible
SimilarityDissimilarity
Perceived Values
and Informational
SimilarityDissimilarity
Occupation
Administrative or
Medical Staff
Practice Area

Model 9

20.06

12 ,000

,586

,557

Research Hypothesis 5
Actual similarity-dissimilarity, perceived similarity-dissimilarity, perceived group
openness to diversity, team cohesion, and team outcome effectiveness of hospital CFT's
are signiJicant explanatory variables of organizational performance (KPI's) of south
Florida hospitals with employees who participated in this survey.

Sub hypothesis H5, was not used in this study because the percentage scores for
the most recent JCAHO surveys for the 24 hospitals with publicly available results had
little variation in scores. In other words, the differences in the percentage scores ranged
from 94% to 100% and therefore, were not used for the purpose of analysis.
H56Eta, Pearson r, and Hierarchical Linear Regression of EC Percentile
HSb, Actual similarity-dissimilarity, perceived similarity-dissimilarity, group
openness to diversity, team cohesion, and team effectiveness of hospital
cross finctional teams are sign$cant explanatory variables of hospital
percentile rankings of performance in the JCAHO Management of the
Environment of Care survey.
Actual similarity-dissimilarity categorical variables of gender, race, ethnicity, and

practice area showed no significant eta correlations with EC percentile. In this study, the
number of hospitals with publicly available information regarding the scores on their last
JCAHO survey and specifically, the Environment of Care survey was limited to 23
hospitals. This resulted in a low sample of only 126 participants. The results of eta
correlations using the means procedure in SPSS are shown in Table 4-81.

Table 4-8 1

Eta Correlations of CFT Gender, Race, Ethnicity, Practice Area, and EC Percentile

Categorical Variables

Eta

Eta Squared

(h)

(hZ)

F

P

Gender
Race
Ethnicity
Practice Area

Following the results from eta correlations, actual similarity-dissimilarity (age,

education, occupation, years practiced, and tenure), perceived similarity-dissimilarity
(visible and values and informational), perceived group openness to diversity (visible,
values, and informational), team cohesion, and team effectiveness (goals, customer
service, timeliness, and quality and productivity) were correlated with hospital percentile
rankings using Pearson r. There were no significant or trend relationships between actual

similarity-dissimilarity (age, education, occupation, years practiced, and tenure),
perceived similarity-dissimilarity and hospital percentile rankings. The results of Pearson
r correlations of actual similarity-dissimilarity variables of age, years in practice,
education, tenure, occupation, and perceived similarity-dissimilarity (visible and values

and informational) with hospital percentile rankings are shown in Table 4-82.

Table 4-82
Pearson r Correlations of Actual Similarity-Dissimilarity (Age, Years in Practice, Education, Tenure, Occupation) and Perceived
Similarity-Dissimilarity (Visible and Values and Informational) with Hospital Percentile Rankings (N=126)

Age

Years in Practice

Education

Tenure

Occupation

Perceived Similarity-Dissimilarity
Visible

Values and
Informational

-.033
,715

-.047
,600

Hospital Percentile
Rankings

Pearson r
P

.052
.563

.085
,344

.043
,636

-.007
.934

-.023
,794

There were also no significant or trend relationships between perceived group
openness to diversity (visible, values and informational), team cohesion, team outcome
effectiveness (goals, customer satisfaction, timeliness, and quality and productivity) and

hospital percentile rankings. There were no significant relationships between any of the
explanatory variables and EC percentile. As a result of this finding, the data were
examined for normal distribution. The data were found to be normally distributed. The
number of hospitals with publicly available information regarding the scores on their last
JCAHO survey and specifically, the Environment of Care survey was limited to 23
hospitals. This resulted in a low sample of only 126 participants. Based on the small
sample size and the lack of significant or trend relationships between the explanatory and
dependent variables, hierarchical regression analysis was not conducted for HSb.
The results of Pearson r correlations of perceived group openness to diversity
(visible, values, and informational), team cohesion, and team effectiveness (goals,
customer satisfaction, timeliness, and quality and productivity) with hospital percentile

rankings are shown in Table 4-83.

Table 4-83

Pearson r Correlations of CFT Perceived Group Openness to Diversity (Visible, Values, and Informational), Team Cohesion, and
Team Outcome Effectiveness (Goals, Customer Satisfaction, Timeliness, and Quality and Productivity) with Hospital Percentile
Rankings (N = 126)

Perceived Group Openness to Diversity

Visible

Values

Informational

-.099
,272

-.086
,337

-.030
.740

Team
Cohesion

Team Outcome Effectiveness

Goals

Customer
Satisfaction

Timeliness

Quality and
Productivity

,064
,478

-.022
,807

,055
,543

-.028
,752

h)

w

4

Hospital Percentile
Rankings

Pearson r
P

-.049
.583

H5,Length of Stay (LOS)
H5,:

Actual similarity-dissimilarity, perceived similarity-dissimilarity, group
openness to diversity, team cohesion, and team effectiveness of hospital
cross functional teams are significant explanatory variables of hospital
pe$ormance in average length of stay (LOS).

Actual similarity-dissimilarity categorical variables of gender, race, and ethnicity
showed no significant eta correlations with length of stay, and thus, those variables were
not included in either the Pearson r or regression analyses. Practice area did have a
significant correlation ( h = .197, F = 3.68, p = .027) with length of stay. The results of

eta correlations using the means procedure in SPSS are shown in Table 4-84.

Table 4-84

Eta Correlations of CFT Gender, Race, Ethnicity, Practice Area, and Length of Stay (N

Categorical Variables

Eta
(h)

Eta Squared
(hZ)

F

P

Gender
Race
Ethnicity
Practice Area

Following the results from eta correlations, three dummy variables were created
for practice area, and these dummy variables were included in the Pearson r correlation
analysis with actual similarity-dissimilarity variables of age, years in practice, education,
tenure, occupation, and perceived similarity-dissimilarity (visible and values and

informational), perceived

group openness

to diversity

(visible, values, and

informational), team cohesion, and team outcome effectiveness (goals, customer
satisfaction, timeliness, and quality and productivity), and length of stay. There was one

significant and one trend relationship produced by the Pearson r correlation. Practice in a
Clinical area showed an inverse, significant correlation with length of stay ( r = - 197, p =
.007), such that the greater the frequency of practice in a clinical area, the shorter the
length of stay. Practice in a support service area had a trend relationship with length of
stay (r = .137, p = .063). There were no significant or trend relationships between actual
similarity-dissimilarity (age, education, occupation, years practiced, and tenure),
perceived similarity-dissimilarity (visible and values and informational), group openness
to diversity (visible, values, and informational), team cohesion, team effectiveness (goals,
customer satisfaction, timeliness, and quality and productivity) or length of stay. The

results of Pearson r correlations of actual similarity-dissimilarity variables of age, years
in practice, education, tenure, occupation, and perceived similarity-dissimilarity (visible
and value and informational) with length of stay are shown in Table 4-85.

Table 4-85

Pearson r Correlations of CFT Practice Area Dummy-Coded Variables, A c t u l Similarity-Dissimilarity Variables of Age, Years in
Practice, Education, Tenure, and Occupation with Length of Stay (N = 185)

Practice Area
Administrativ
e
Medical Staff
Clinical

Age

Years in
Practice

Education

Tenure

Occupation

Support

Perceived SimilarityDissimilarity

Visible

Values and
Informational

.050
.503

.OOO
.999

Length of
Stay

Pearson r

P

,087
,239

-.I97
.007

,137
.063

.098
,184

,111
,133

.063
.396

-.036
.63 1

-.033
,656

There were no significant or trend relationships between perceived group

openness to diversity (visible, values and informational), team cohesion, team outcome
effectiveness (goals, customer satisfaction, timeliness, and quality and productivity) and
length of stay. The results of Pearson r correlations of perceived group openness to
diversity (visible, values, and informational), team cohesion, and team effectiveness
(goals, customer satisfaction, timeliness, and quality and productivity) with length of stay
are shown in Table 4-86.

Table 4-86

Pearson r Correlations of CFT Perceived Similarity-Dissimilarity (Visible and Values and Informational), Perceived Group Openness
to Diversity (Visible, Values, and Informational), Team Cohesion, and Team Outcome Effectiveness (Goals, Customer Satisfaction,
Timeliness, and Quality and Productivity) with Length of Stay (N = 185)

Perceived Group Openness to Diversity
Visible

Values

Informational

-.089
,229

-.03 1
.674

-.058
.436

Team
Cohesion

Team Outcome Effectiveness
Goals

Customer
Satisfaction

Timeliness

Quality and
Productivity

.077
,298

.053
,477

.056
.450

,024
,743

Length of Stay

Pearson r
P

-.040
,592

The two significant variables from the Pearson r analysis were entered into a
hierarchical regression model in order of significance, from strongest to weakest.
Practice in a clinical area was entered first, followed by practice in a support service area.
Both the models produced had significant F values, and the t statistic for both was
significant for the constant. The R2 was the same for both models (3.9%). However, the
adjusted R2 decreased 0.5% from Model 1 (practice in a clinical area) to Model 2 (support
service area).

As such, Model 1 was selected as the best explanatory model for

predicting length of stay. The best explanatory model found was:
Length of Stay = 5.16(Constant) -.18(Practice in a Clinical Area) + e

Practice in a clinical area had an inverse relationship with length of stay (t = -2.7 1,
p = .007, P = -.20), which indicated that the greater the frequency of practice in a clinical

area the lower the lehgth of stay. This finding indicates that clinical staff was more
effective than support staff in managing length of stay. Results of the regression analyses
showed H5, was partially supported. The results of the regression analysis for H5, are
summarized in Table 4-87.

Table 4-87

Summarized Regression Analysis of Actual Similarity-Dissimilarity, Perceived SimilarityDissimilarity (Visible, Values and Informational), Perceived Group Openness to
Diversity (Visible, Values, and Informational), Team Cohesion, and Team Outcome
Effectiveness (Goals, Customer Satisfaction, Timeliness, and Quality and Productivityl
with Length of Stay (N=185)
F

df

P

Model 1
(Constant)
Practice in a
Clinical Area

7.37

1

,007

Model 2

3.68

Variable

2

B

SE

5.16
-0.18

0.05
0.07

p

-.20

,027

t

-2.71

p

R'

Adjusted
R~

,039

,033

,039

.028

.01

Research Hypothesis 6
Organizational

characteristics,

actual

similarity-dissimilarity,

perceived

similarity-dissimilarity, perceived group openness to diversity, team cohesion, and team
effectiveness of south Florida hospital cross functional teams are significant explanatory
variables of organizational performance.
There were three key performance indicators (KPIs) that measured the dependent
variable of organizational performance: percentage scores of performance of the JCAHO
Management of the Environment of Care survey (H6,), percentile rankings of
performance of the JCAHO Management of the Environment of Care survey (H6t,), and
average length of stay (LOS) (H6,). Sub Hypothesis H6, was not tested in this study
because the percentage scores of performance for the most recent JCAHO Management
of the Environment of Care surveys for 24 of the hospitals with publicly available results

had little variation in scores. In other words, the differences in the percentage scores
ranged from 94% to 100% and therefore, were not used for the purpose of analysis.

H66

Eta, Pearson r, and Hierarchical Linear Regression of Organizational

Characteristics, Actual Similarity-Dissimilarity, Perceived Similarity-Dissimilarity,
Perceived Group Openness to Diversity, Team Cohesion, Team Effectiveness and
Organizational Pei$ormance (Environment of Care Percentile Score)
H6t,:

Organizational characteristics, actual similarity-dissimilarity, perceived
similarity-dissimilarity, group openness to diversity, team cohesion, and
team effectiveness of hospital CFTs are signijicant explanatory variables
of the percentile rankings of pei$omzance of the JCAHO Management of
the Environment of Care Survey.

In this study, the number of hospitals with publicly available information

regarding the scores on their last JCAHO survey and specifically, the Environment of
Care survey was limited to 23 of the 35 hospitals. Therefore, survey data could only be
matched to a low sample of only 126 participants instead of 185 participants in this study.

Actual similarity-dissimilarity categorical variables of gender, race, ethnicity, and
practice area showed no significant eta correlations with EC percentile. Categorical
organizational characteristics geographic location (Palm Beach, Broward, or MiamiDade) and tax status (for-profit or not-for-profit) also showed no significant eta
correlations with EC Percentile. Legal classification (investor or government owned) did
have a significant eta correlation with EC Percentile (h = .254, F = 8.58, p = .004). The
results of eta correlations using the means procedure in SPSS are shown in Table 4-88.

Table 4-88

Eta Correlations o f CFT Gender, Race, Ethnicity, Practice Area, Geographic Location,

Tax Status, Legal Class$cation, and Organizational Performance (Environment of Care
Percentile) (N = 126)
Categorical Variables

Eta
(h)

Eta Squared
(h3

F

P

Gender
Race
Ethnicity
Practice Area
Geographic Location
Tax Status
Legal Classification

Following the results from eta correlations, two dummy variables were created for
legal classification (investor and government-owned), and these dummy variables were
included in the Pearson r correlation analysis with actual similarity-dissimilarity
variables of age, years in practice, education, tenure, occupation, perceived similarity-

dissimilarity (visible and value and informational),perceived group openness to diversity
(visible, values, and informational), team cohesion, team outcome effectiveness (goals,
customer satisfaction, timeliness, and quality and productivity, hospital size (number of
beds), and organizational performance (environment of care percentile).
There were three significant Pearson r correlations. Hospital size (number of
beds) had the most significant relationship (r = .372, p = .007) with organizational

performance (environment of care percentile). The two legal classification dummy
variables were the inverse of each other, such that investor-owned hospitals had a
significant inverse correlation with organizational performance (environment of care

Percentile) ( r = -.254, p = .004), while government-owned hospitals had a positive
significant relationship ( r = .254, p = .004).

There were no significant or trend

relationships between actual similarity-dissimilarity (age, education, occupation, years
practiced, and tenure), perceived similarity-dissimilarity (visible and values and

informational), group openness to diversity (visible, values, and informational), team
cohesion, team effectiveness (goals, customer satisfaction, timeliness, and quality and
productivity), and organizational pegormance (EC Percentile). The results of Pearson r
correlations of actual similarity-dissimilarity variables of age, years in practice,
education, tenure, occupation, and perceived similarity-dissimilarity (visible and value

and informational) with length of stay are shown in Table 4-89.

Table 4-89

Pearson r Correlations of CFT Legal Classification Dummy-Coded Variables, Hospital Size, Actual Similarity-Dissimilarity
Variables of Age, Years in Practice, Education, Tenure, and Occupation with Organizational Pe$ormance (Environment of Care
Percentile (N=126)

Organizational Characteristic
Perceived SimilarityDissimilarity

Actual Similarity-Dissimilarity
Legal Classification
InvestorOwned

Governmen
t-Owned

Hospital
Size

Age

Years in
Practice

Education

Tenure

Occupation

Visible

Values and
Informational

-.254
.004

.254
.004

.372
O
. OO

.052
.563

,085
344

.043
,636

-.007
,934

-.023
,794

-.033
.715

-.047
.600

Organizational
Performance

Environment
of Care
Percentile

Pearson r
P

There were no significant or trend relationships between perceived group

openness to diversity (visible, values and informational), team cohesion, team outcome
effectiveness (goals, customer satisfaction, timeliness, and quality and productivity) and
organizational performance (EC Percentile). The results of Pearson r correlations of

perceived group openness to diversity (visible, values, and informational), team cohesion,
and team effectiveness (goals, customer satisfaction, timeliness, and quality and
productivity) with organizational performance (EC Percentile) are shown in Table 4-90.

Table 4-90

Pearson r Correlations of CFT Perceived Similarity-Dissimilarity (Visible and Values and Informational), Perceived Group Openness
to Diversity (Visible, Values, and Informational), Team Cohesion, and Team Outcome Effectiveness (Goals, Customer Satisfaction,
Timeliness, and Quality and Productivity) with Organizational Performance (Environment of Care Percentile) (N=126)

Perceived Group Openness to Diversity

W

5

Visible

Values

Informational

-.099
,272

-.086
,337

-.030
.740

Team
Cohesion

Team Outcome Effectiveness
Goals

Customer
Satisfaction

Timeliness

Quality and
Productivity

.064
.478

-.022
,807

.055
,543

-.028
,752

Organizational
Performance
Indicator

Environment of
Care Percentile

Pearson r
P

-.049
.583

To avoid multicollinearity problems, only one of the legal classification dummy
variables--government-owned--was used in hierarchical regression. Hospital size and
government-owned legal classification were entered into a hierarchical regression model
in order of significance, from strongest to weakest. Hospital size was entered first,
followed by government-owned legal classification. Both the models produced had
significant F values, and the t statistic for both was significant for the constant. The R~
was 13.9% for Model 1 and 15.9% for Model 2. The adjusted R' also increased from
Model 1 (13.2%) to Model 2 (14.5%). As such, Model 2 was selected as the best
explanatory model for predicting organizational performance (environment of care
percentile). The best explanatory model found was:

Organizational Pe$onnance (Environment of Care Percentile = 55.83(Constant)
+.009(Hospital Beds) +2.9l(Government-Owned Legal Classijication) + e
Analysis of individual predictors indicated hospital size was a significant
explanatory variable of organizational performance (EC Percentile) while governmentowned legal classification had a trend relationship. The standardized beta coefficient @)
for each of the two predictors indicated their relative importance in explaining
organizational performance (EC Percentile). Hospital size (t = 3.70, p = .000, P = .32)
was the most important predictor in the model. Legal classification (investor owner
versus government-owned) was the second most important predictor (t = 1.71, p = .090, P
= .15). Results of the regression analyses showed H6b was partially supported because

only organizational characteristics were explanatory variables of organizational
performance (EC Percentile) and actual similarity-dissimilarity, perceived similarity-

dissimilarity, perceived group openness to diversity, team cohesion, and team

effectiveness were excluded from the regression model as explanatory variables. The
results of the regression analysis for H6bare summarized in Table 4-91.

Table 4-9 1

Summarized Regression Analysis of Hospital Size and Government-Owned Legal
Classification with Organizational Perj'iormance (Environment of Care Percentile)

(N=126)
Variable

F

df

P

Model 1

19.95

1

,000

Model 2
(Constant)
Hospital Size.
Governmentowned Legal
Classification

11.59

2

,000

p

B

t

p

55.83

1.50

0.01

0.00

.32

3.70

O
.O

2.91

1.70

.15

1.71

.09

R2

Adjusted
R2

,139

,132

,159

,145

H6, Eta, Pearson r, and Hierarchical Linear Regression of Organizational
Characteristics, Actual and Perceived Similarity-Dissimilarity, Perceived Group
Openness to Diversity, Team Cohesion, Team Effectiveness and Organizational
Performance (Length of Stay)

H6,

Organizational characteristics, actual similarity-dissimilarity, perceived
similarity-dissimilarity, group openness to diversity, team cohesion, and
team effectiveness of hospital CFTs are signzjicant explanatory variables
of average length of stay (LOS).

Actual similarity-dissimilarity categorical variables of gender, race, and ethnicity
showed no significant eta correlations with organizational performance (LOS), and thus,
those variables were not included in either the Pearson r or regression analyses. Practice

area did have a significant correlation (h = .197, F = 3.68, p = .027) with length of stay.
Categorical organizational characteristics legal classification (investor or government
owned) and tax status (profit or not-for-profit) showed no significant eta correlations with
organizational performance (length of stay). Geographic location (Palm Beach, Broward,
or Miami-Dade) did have a significant eta correlation with organizational performance
4

(length of stay) ( h = .003, F = 6.57, p = .002). The results of eta correlations using the

means procedure in SPSS are shown in Table 4-92.

Table 4-92
Eta Correlations of CFT Organizational Characteristics, Gender, Race, Ethnicity,
Practice Area,

Geographic Location,

Tax Status, Legal

Classification, and

Organizational Pe$omzance (Length of Stay) (N=185)
Categorical Variables

Eta

Eta Squared

F

P

Gender
Race
Ethnicity
Practice Area
Geographic Location
Tax Status
Legal Classification

Following the results from eta correlations, dummy variables were created for
practice area and geographic location, and these dummy variables were included in the
Pearson r correlation analysis with actual similarity-dissimilarity variables of age, years
in practice, education, tenure, occupation, and perceived similarity-dissimilarity (visible
and values and informational),perceived group openness to diversity (visible, values, and

informational), team cohesion, and team outcome effectiveness (goals, customer
satisfaction, timeliness, and quality and productivity) and organizational performance
(length of stay).

Practice in the clinical area by participants showed an inverse, significant
correlation with length of stay (r = - 197,p = .007), such that the greater the frequency of
participant practice in the clinical area, the shorter the length of stay as an indicator of
organizational performance. Practice in a support area had a positive trend relationship
with length of stay ( r = .137, p = .063). Geographic locations Broward County ( r = -.234,
p = .001) and Miami-Dade County ( r = .259, p = .001) both had significant correlations

with length of stay. Broward had an inverse relationship, indicating that the greater the
frequency of Broward county as the hospital's geographic area, the lower the length of
stay. Hospital size (r = .261, p = .000) also had a significant correlation with length of
stay. The results of Pearson r correlations of practice area and geographic with length of
stay are shown in Table 4-93.

Table 4-93

Pearson r Correlations of CFT Practice Area, Geographic Location Dummy-Coded
Variables, and Hospital Size with Organizational Peij5ormance (Length of Stay) (N=185)
Organizationa
1 Performance
Indicator

Organizational Characteristic
Practice Area

Geographic Area

Hospital
Size

Administrative
Medical Staff

Clinical

Support

Palm
Beach

Broward

MiamiDade

,087

-.I97

,137

-.061

-.234

.259

Length of Stay
(LOW
Pearson r

.261

There were no significant or trend relationships between actual similarity-

dissimilarity (age, education, occupation, years practiced, and tenure), perceived
similarity-dissimilarity (visible and values and informational), group openness to
diversity (visible, values, and informational), team cohesion, team effectiveness (goals,
customer satisfaction, timeliness, and quality and productivity) and length of stay. The
results of Pearson r correlations of actual similarity-dissimilarity variables of age, years
in practice, education, tenure, occupation, and perceived similarity-dissimilarity (visible

and values and informational) with organizational peij5ormance (length of stay) are
shown in Table 4-94.

Table 4-94
Pearson r Correlations of CFT Actual Similarity-Dissimilarity Variables of Age, Years in
Practice, Education, Tenure, Occupation, and Perceived Similarity-Dissimilarity with
Organizational Pelformance (Length of Stay) (N=185)
Organizational
Performance
Indicator
Age

Years in
Practice

Education

Tenure

Occupation

.063
396

-.036
.631

-.033
,656

Perceived SimilarityDissimilarity
Values and
Visible
Informational

Length of Stay
Pearson r
P

,098
,184

,111

,133

,050
.503

,000
.999

There were no significant or trend relationships between perceived group
openness to diversity (visible, values and informational), team cohesion, team outcome
effectiveness (goals, customer satisfaction, timeliness, and quality and productivity) and
length of stay. The results of Pearson r correlations of perceived group openness to
diversity (visible, values, and informational), team cohesion, and team effectiveness
(goals, customer satisfaction, timeliness, and quality and productivity) with

organizational performance (length of stay) are shown in Table 4-95.

Table 4-95

Pearson r Correlations of CFT Perceived Group Openness to Diversity (Visible, Values, and Informational), Team Cohesion, and
Team Outcome Effectiveness (Goals, Customer Satisfaction, Timeliness, and Quality and Productivity) with Length of Stay (N=184)

Organizational
Performance
Indicator

w
+

Perceived Group Openness to Diversity
Visible

Values

Informational

-.089
.229

-.03 1
.674

-.058
.436

Team
Cohesion

Team Outcome Effectiveness
Goals

Customer
Satisfaction

Timeliness

Quality and
Productivity

,077
,298

,053
,477

,056
.450

.024
,743

Length of Stay

4

Pearson r
P

-.040
,592

Significant and trend variables from the Pearson r analysis were entered into a
hierarchical regression model in order of significance, from strongest to weakest.
Variables with the same significance level were ordered according to the strength of the
correlation. There were five predictors entered into the model. All five of the models
produced had significant F values, and the t statistic for all five models was significant
for the constant. The R2 increased with each new model, except for Models 2 and 3,
which had the same R2 of 11.1%. Model 5 had the highest R2 (13.6%). However, Model
4 had the highest adjusted R2 (11.6%). The adjusted R2 increased from Model 1 to Model

2, decreased for Model 3, and increased for Model 4, before decreasing again for Model
5. The increase in adjusted R2 (0.1%) was less than the decrease in adjusted R2 (0.5%)
from Model 4 to Model 5. Additionally, two of ~ o d e 4's
l predictors were significant
(hospital size and practice in a clinical area), while only one of those same two predictors
(hospital size) was significant for Model 5. As such, Model 4 was selected as the best
explanatory model for predicting organizational performance (length of stay). The best
explanatory model found was:

Length of Stay = 4.93(Constant) +.20(Miami-Dude County Geographic Location)
+.OOO(Hospital Size) -.15(Practice in a Clinical Area) - (Broward County
Geographic Location) + e
Analysis of individual predictors indicated two of the four predictors were
significant with organizational performance (length of stay).

The standardized beta

coefficient @) for each of the two significant predictors and remaining two predictors
indicated their relative importance in explaining length of stay. Although not significant,
the geographic location of Miami-Dade County (t = 1.12, p = .265, P = .21) was the most

important predictor in the model. The second most important variable was hospital size

(t = 2.61, p = .010, P = .19). The third most important variable was practice in a clinical

,

area (t = - 2.25, p = .025, P = - .16). It had an inverse relationship to length of stay,
indicating that the higher the frequency of practice in a clinical area, the shorter the

length of stay (better the organizational pe$omzance).

The fourth and final predictor

was the geographic location of Broward county (t = -.03, p = .974, P = - .01). It too had
an inverse relationship to length of stay, indicating that the higher the frequency of the
geographic location of Broward County, the shorter the length of stay (better the

organizational pe$ormance).

Results of the regression analyses showed H6, was only

partially supported because only organizational characteristics (hospital size and
geographic area) and actual similarity-dissimilarity (practice in a clinical area), were
explanatory variables of organizational performance (length of stay); and, perceived

similarity-dissimilarity, perceived group openness to diversity, team cohesion, and team
effectiveness were excluded from the regression model as explanatory variables. The
results of the regression analysis for H6, are summarized inTable 4-96.

Table 4-96

Summarized Regression Analysis of Hospital Size, Geographic Location, and Practice
Area with Length of Stay (N=185)
Variable

F

df

P

Model 1

13.33

1

Model 2

11.34

Model 3

SE

p

t

p

R2

Adjusted
R2

,000

,068

.063

2

,000

,111

,101

7.53

3

,000

.I 11

,096

Model 4
(Constant)
Hospital Size
Miami Geographic
Location
Broward
Geographic
Location
Practice in a
Clinical Area

7.05

4

,000

.I35

,116

Model 5

5.61

,136

.111

5

,000

B

4.93
0.00
0.20

0.18
0.00
0.18

.19
.21

2.61
1.12

.01
.27

-0.01

0.17

-.01

-0.03

.97

-0.15

0.07

-.I6

-2.25

.03

Chapter IV presented a description of the sample, the psychometric evaluation of
the measurement scales, results of the analysis of the research questions, and results of
hypotheses testing for this study. Chapter V provides a discussion of the findings, which
includes the interpretations, limitations, practical implications, conclusions, and
recommendations for future study about hospital CFT, team member perceptions about
similarities and dissimilarities, hospital team diversity, cohesion, team effectiveness, and
organizational performance.

CHAPTER V
DISCUSSION
Chapter V presents a discussion of the results.

This study examined the

relationships among cross-functional teams (CFTs) (multi-functional, patient-care and
other teams, and the like), working in hospitals in Palm Beach, Broward, and MiarniDade counties in south Florida. The specific purposes of this exploratory (comparative)
and explanatory (correlational) survey research study were to describe the perceptions of
team members at 35 hospitals about (1) perceived similarity-dissimilarity (visible, and
values and informational), (2) perceived group openness to diversity (visible, values, and
informational), (3) team cohesion, and (4) team outcome effectiveness (goals, customers,
timeliness, and quality and productivity).

The major purpose was to explain the

differences among the demographics of the CFTs, including, age, race, gender, ethnicity,
occupation, professional practice areas, tenure, and years in their professions.

In

addition, this study examined the differences among the CFTs in relation to the legal
classification and tax status, as well as the hospital size, ECpercentile, and length of stay

(LOS) in days of their hospital of employment. Chapter V presents the summary and
interpretations of findings, practical implications, conclusions, and recommendations for
future study.

Summary and Interpretations
Data Producing Sample
In this study, through snowball sampling techniques, an estimated 690 CFT
members from 38 hospitals in south Florida were invited to participate, and this resulted
in an effective response rate of 185 (27%) completed surveys. The final data producing

sample consisted of cross-functional, multi-functional, and interdisciplinary team
members employed as full-time employees at one of 35 eligible hospitals in the south
Florida, tri-county area.

In this study, Palm Beach County was under represented (-14.6%), and Broward
County was over represented (12.9%). The sample only closely represented the target
population (less than a 5% difference) for the number of hospitals from Miami-Dade
County. There were larger differences with representation according to tax status and
legal status (underrepresented for-profit institutions and investor hospitals). In this study,
generalizing to the target population is limited to Miami-Dade County, and according to
hospital size.

Psychometric Evaluation of Measures
In this study, to measure perceptions of similarity and dissimilarity in CFTs,

Hobman et al's (2003) Perceived Dissimilarity scale was modified. The original scale
consisted of six items with three dimensions (factors) measuring visible, values, and

informational similarity-dissimilarity as three separate dimensions. As a result of EFA,
the modified scale retained the six original items; however, the modification resulted in
two factors combining values and informational similarity-dissimilarity as one
dimension, and visible similarity-dissimilarity in its original dimension.

Exploratory

factor analysis (EFA) did not support the factor structure reported by Hobman et al.
(2003) of independent visible, informational, and values similarity-dissimilarity
subscales. Factor loadings for the two factors were sufficient, with Cronbach's alphas of
.908 and .919 for factor 1 (visible similarity-dissimilarity), and ranging from .599 to .916
for factor 2 (values and informational similarity-dissimilarity). Thus, construct validity

was established for the modified perceived similarity-dissimilarity scale. However,
further studies are suggested, to examine the multidimensional nature of the scale.
EFA for the Perceived Group Openness to Diversity scale developed by Hobman
et al. (2003) resulted in three factors with factor loadings for the two items of visible
diversity of .572 and 336. For the two item values subscale, the factor loadings were
.600 and .767, and for the two items of the informational subscale, 309 and 327. The
three factor structure confirmed the Visible, Values, and Informational subscales
developed by Hobman et al. (2003) and thus, confirmed the construct validity for the
Perceived Group Openness to Diversity scale.

Reliability analysis revealed that

Cronbach's alphas for the Visible, Values and Informational subscales were .905, .941,
and .910 respectively, while the total scale coefficient alpha was .975.
Team cohesion was measured by the Index of Work Group Cohesion scale
developed by Price and Mueller (1986), and the scale was analyzed using EFA. Factor
loadings further established construct validity for the unidimensional, semantic
differential scale with factor loadings ranging from .900 to .959. Reliability analysis
revealed a total scale coefficient alpha of .96. These results were similar to findings
reported in 2002 by Deeter-Schrnelz, Kennedy, and Ramsey of .90. Construct validity
was established and internal consistency reliability was estimated for the scale with
satisfactory results, thus it was used to answer the research questions and test the
hypotheses used in this study.
Team effectiveness was measured by the Team Outcome Effectiveness scale
developed by Gibson et al. (2003). The first of two EFAs did not support the five
dimension scale structure of goals, customers, timeliness, quality, and productivity of the

original scale. A second EFA supported a four factor structure, and as a result the scale
was modified. The Goals, Customer, and Timeliness subscales loaded on Factor 2, 3, and
4 with factor loadings of 759 to 820 for Goals, 641 to 763 for Customer, and 549 to 691
for Timeliness and coefficient alphas ranged from .549 to 320.

The Quality subscale

and the Productivity subscale both loaded on Factor 1 and were subsequently combined
and the factor (and subscale) was re-named Quality and Productivity. Coefficient alphas
for the modified quality and productivity subscale ranged from .534 to .744. Although
the scale was modified, all 26 items were retained. EFA supported the construct validity
of the modified team outcome effectiveness scale. Cronbach's alphas for the goals,

customer, and timeliness subscales were .987, .969, and ,979 respectively. Reliability
analysis confirmed the internal consistency reliability of the scale with Cronbach's alpha
for the total scale of .973. With satisfactory factor and reliability analysis, the modified

team outcome effectiveness scale was used to answer research questions and test the
hypotheses used in this study.
Divergent validity was established between the subscales using Pearson r
intercorrelations. As expected, there were inverse relationships between the modified

perceived similarity-dissimilarity scale and both the team cohesion scale and the
modified team outcome effectiveness scale. Convergent validity was established using
Pearson r, and as expected, positive relationships were found between the team outcome

effectiveness scale and both the Perceived Group Openness to Diversity scale and the
team cohesion scale.
presented in table 5-1.

A summary of the psychometric evaluation of measures is

Table 5-1

Summary of the Psychometric Evaluation of Measures Using EFA and Coeficient Alpha
Scale

Reliability
a

Validity

Analysis

Modified PerceivedSimilarity Dissimilarity (6
items)
Visible (2 items)
Values and Informational (4
items)

,938

Construct Validity
EFA
Factors
Loadings
Variance
u
Explained
2
,599 -.916
87.8%

.960
,921

.908 -.919
.599 -.916

Perceived Group Openness
to Diversity (6 items)
Visible (2 items)
Values (2 items)
Informational (2 items)

,975

Team Cohesion (5 items)

,961

1

Modified Team Outcome
Effectiveness (26 items)
Goals (5 items)
Customers (5 items)
Timeliness (6 items)
Quality and Productivity
(10 items)

,973

4

3

88.7%

Construct validity
established. Strong
reliability. Three
dimensions
supported with
EFA. Scale used in
regression

86.7%

Construct validity
established. Strong
reliability.
Unidimensional
scale supported
with EFA. Scale
used in regression

95.6%

Construct validity
established. Strong
reliability. Five
dimensions not
supported with
EFA. Modified
scale used in

.572 - ,836
,600 - ,767
.809 - ,827

,905
,941
,910

,987
,969
.979
.988

,572 - 336

,900 - ,959

.759 - .820
.641 -.763
,549 -.691
,534 -.744

Construct validity
established. Strong
reliability. Three
dimensions not
supported with
EFA. Modified
scale used in
regression

Following EFA, the hypothesized model tested in this study was revised, as
shown in Figure 5-1. The model identifies relationships among explanatory variables of

actual similarity-dissimilarity, perceived similarity-dissimilarity, perceived group
openness to diversity and team cohesion tested in HI, H2, and H3. The explanatory

variables of actual similarity-dissimilarity, perceived similarity-dissimilarity, perceived
group openness to diversity and team cohesion were tested for explanatory relationships

with team outcome effectiveness (H4). H 5 and H6 tested for explanatory relationships
among actual similarity-dissimilarity, perceived similarity-dissimilarity, perceived group
openness to diversity, team cohesion and team outcome effectiveness, and EC percentile

and LOS.

Size, Geography, Type

Actual Similarity-Dissimilarityof CFT
Visible
Informational

Perceived Similarity-Dissimilarity of CFT
Visible, and Values and Informational

I
I

H2a H2b H2c H2d

I
I

I

CFT Openness to Diversity
Visible, Values, and Informational

CFT Cohesion

[4a

H4b H4cH4dH4f

Team Effectiveness
Goals, Customers, Timeliness, and Quality and
Productivity
H5c

,

;

H6b h e

v

v

Performance
KPI: Management of the Environment of Care, Percentile score
KPI: Length of Stay (LOS)

--- New hypothesized relationships being tested
- Hypothesized relationships tested, but previously
tested in the literature

Figure 5-1. Revised hypothesized model of CFT diversity, cohesion, team effectiveness,
and organizational performance.

Summary and Interpretations of Research Questions
Research Question 1
Actual similarity-dissimilarity using a Demographic Profile of the CFT
participants. The Demographic Profile developed by the researcher, asked questions
about gender, age, education, occupation, professional practice area, race, and ethnicity.
Two questions also asked about the number of years in their professions and tenure in
their current hospital of employment. Of the 185 participants, the majority were females
(66%) while males represented 34% of the participants. The majority of respondents
were between 30-59 years old (83%). The largest group in terms of education were those
with a college education (1-3 years of college, 4 year graduate, or masters degree or
higher), which accounted for approximateiy 83% of the respondents. Whites (race)
accounted for approximately 52% of the population while Blacks (race) accounted for
35%. The Non-Hispanic or Latino (ethnicity) group accounted for the vast majority of
the respondents with a total of 80%. These results in terms of race are not consistent with
the literature in that the percentage of Caucasians and Blacks were much more closely
matched in this study than in previous research. For example, in their study of hospital
teams and group openness to diversity, Hobman et al. (2004) had a sample which was
predominantly Caucasian (191 out of 197 participants). Deeter-Schmelz and Kennedy
(2003) had a sample represented by 87% women participants in their study about patient
care teams. The results of this study in terms of females, who represented 66% of the
participants, were consistent with other studies with populations from hospitals.

Perceived similarity-dissimilarity, perceived group openness to diversity, team
cohesion, and team outcome effectiveness. For the two dimensions representing visible

and values and informational similarity-dissimilarity of the modified perceived
similarity-dissimilarity scale, the average item mean was slightly more than "3" (range 1

to 5), with a total scale score of 19.10 (range 6 to 30). Higher scores are interpreted as
greater perceptions of dissimilarity and therefore respondents had higher perceptions of
dissimilarity than similarity.

These findings are consistent with previous research

findings where both visible and values dissimilarity were negatively related to work
group involvement in the hospital environment (Hobman et al., 2004).
On the Perceived Group Openness to Diversity scale, the average item mean for
openness to diversity was slightly less than "3" on a scale from 1 to 5 (higher scores
mean more openness to diversity). The overall mean of 17.12 (range 6 to 30) indicated
1

respondents perceived less openness to diversity in their CFTs. Previous research has
indicated that low openness to diversity can have a mediating impact on work group
involvement (Hobman et al., 2004). In 2004, Hobman et al. hypothesized that perceived
values, visible and informational dissimilarities would produce negative outcomes on

work group involvement. The results showed support for the hypothesis that perceived
visible and informational dissimilarity had a negative effect on work group involvement.
Perceived dissimilarity was negatively related to work group involvement while openness
to diversity was positively related to work group involvement. Based on their findings,
Hobman et al. (2004) proposed that the "positive influence of perceived group openness
between demographic dissimilarity and work group involvement indicates that group
openness to diversity has a moderate impact on individuals in terms of their interactions
within the group" (Hobman et al., 2004, p.560).

On the team cohesion scale, with a range of 1 to 5 and a total scale range of 5 to
25, respondents' average item mean was slightly more than "3", with a scale average of
15.55. This indicated a slightly more favorable perception of team cohesion in their CFT
members. Since team composition in this study was predictably diverse, CFT members
seem to put aside their differences and work toward achievement of common goals and
thus perceive more team cohesion showing an inconsistent finding compared to previous
research.

This finding is inconsistent with Simsarian-Webber (2002), whose research

indicated that more diversity leads to less cohesiveness because interaction and divergent
views and values produce increased conflict. Simsarian-Webber (2002) was supported
by Treadwell (2001) who found that because cohesiveness in teams is associated with
homogeneity in terms of team composition. They propose that this cohesiveness may
actually decrease productivity and thus, in order to increase productivity, diverse teams
may be more beneficial to organizations in terms of productivity. Regarded as beneficial
to group functioning, it is sometimes desirable to decrease cohesiveness in order to
promote productivity (Treadwell, 2001).

Scores on the modified team outcome

effectiveness scale indicated that respondents had a more favorable perception of team

effectiveness with an average item mean of more "5" (range 1 to 7), a scale total score of
130 (range 26 to 182), and higher scores are associated with perceptions of more team
effectiveness. A study about team heterogeneity, which included the diversity variables
gender, age, and functional background; found that demographic differences were
insignificant in terms of team effectiveness as compared to team processes (Chowdhury,
2005). Other researchers have proposed that diverse groups with different cultural
perspectives may see the ideas of others as contrary to their own beliefs and values and

that as teams are formed and social boundaries develop, relationship conflict often causes
negative outcomes in terms of performance (Pelled et al., 1999; Jehn et al., 1999). This
finding is not consistent with previous research and indications from this study show that
diverse team members had an above average perception that their teams were effective.
This result may be in contrast to previous findings that team diversity may lead to
negative team outcomes. The average item mean and actual mean scores representing the
responses to questions about similarity-dissimilarity, openness to diversity, team

cohesion, and team outcome effectiveness of the respondent's hospital of employment are
presented in Table 5-2.

Table 5-2

Average Item Ratings and Mean Scores for the ModiJied Perceived SimilarityDissimilarity, Perceived Group Openness to Diversity, Index of Work Group Cohesion,
and ModiJied Team Outcome Effectiveness Scales
Variable Name

Average Item
Rating

Scale
Mean

Conclusion

Perceived Similarity-Dissimilarity
Item Range (1 to 5)
Total Scale (Range 6 to 30)

3.18

19.10

More
dissimilarity

Group Openness to Diversity
Item Range (1 to 5)
Total Scale (Range 6 to 30)

2.85

17.12

Less openness
to diversity

Index of Work Group Cohesion
Total Scale (Range 5 to 25)

3.11

15.55

More favorable
cohesion

Modified Team Outcome Effectiveness
Item Range (1 to 7)
Total Scale (Range 26 to 182)

5.00

130.00

Above average
effectiveness

Organizational performance. Management of the Environment of Care survey
data from JCAHO were available for 23 of the 35 hospitals in this study. Those data
showed that the percentile for CFT member hospitals who participate in this study ranged
from 41.25% to 81.00%. Most of the respondents (57%) were from hospitals with a
percentile rank between 41.25% and 61.25% while 43% of the respondents were from
hospitals with a percentile rank between 61.26% and 81.00%. In terms of performance,
the higher the percentile score, the better the hospital did in on their most recent JCAHO
survey. No previous studies examined this construct and as such, there are no relevant
interpretations. Nevertheless, these comparisons are an important aspect of hospital
performance for CFTs since survey performance is a direct result of CFT effectiveness.
The comparison of percentile scores in this study for the sample of hospitals according to
JCAHO (2004) is how well the hospitals in this study performed in comparison to all
other hospitals survey during the same survey period. The average length of stay (LOS)
of hospitals in the study was 5.1 days.

According to the Agency of Healthcare

Administration (AHCA) (2006),the average length of stay (LOS) for hospitals in Florida

was 4.9 days. Findings in this study are within one standard deviation of national data,
strengthening the external validity of this study.

Also, in this study 57% of the

participants were from hospitals with an average LOS of less than 5.0 days while 43%
were from hospitals with an LOS of 5.1 days or more. Although previous researchers
have proposed that LOS is as a suitable measure of hospital efficiency (Vasilakis &
Marshall, 2005), no study was found that examined the variables used in this study with
relation to hospital performance and CFTs.

Research Question 2
Comparisons of perceived similarity-dissimilarity, group openness to diversity,
team cohesion, and team effectiveness according to gender and ethnicity. Although
both male and female CFT members perceived high levels of dissimilarity in their CFTs,
females rated their teams as being more cohesive (M=15.70) than their male counterparts
(M=15.13), while males rated their teams as more effective (M=13 1.84) than their female
counterparts (M=131.60).

However, these results do not indicate any significant

differences between male as compared to female perceptions of similarity-dissimilarity,
openness to diversity, team cohesion, or team outcome effectiveness. Findings in this

study did not support Deeter-Schmelz and Kennedy's (2003) study of team cohesion in
which 87% of respondents from healthcare settings were females, and results indicated a
positive relationship between the frequency of females and team cohesion. For ethnicity,
which consisted of the categories Hispanic-Latino and non-Hispanic-Latino, the results
indicated that both groups shared high levels of perceived dissimilarity in their CFTs,
However, Hispanic-Latinos had a slightly higher level of perceived dissimilarity
(M=19.70) than their non-Hispanic-Latino counterparts (M=18.92).

,

But, while they

perceived more dissimilarity, Hispanic-Latinos rated their CFTs as more effective than
did their non-Hispanic-Latino counterparts. No previous research was found which
investigated the views of Hispanic-Latinos about hospital teams. Thus, given the ethnic

i

diversity present in the south Florida area, a more detailed study about Hispanic-Latino
feelings about hospital teams may prove valuable in terms of hospital effectiveness and
performance. With regard to team outcome effectiveness, there were no differences
among males and females and a minimal difference between Hispanic-Latinos and non-

Hispanic Latinos. A summary of the comparisons between gender and ethnicity, and
perceived similarity-dissimilarity, perceived group openness to diversity, team cohesion,

and team outcome effectiveness is presented in Table 5-3.

Table 5-3
Summary of Mean Scores for Perceived Similarity-Dissimilarity, Perceived Group
Openness to Diversity, Team Cohesion, and Team Effectiveness According to Gender and
Ethnicity

Variable

Gender
(mean)
Male

Ethnicity
(mean)

Female

Conclusions

Hispanic
~atino

Conclusions

19.7

NonHispanic
Latino
18.9

Modified Perceived
18.6
Similarity-Dissimilaritg
Total scale (Range 6 t i
30) Scale mean =18

19.3

More
dissimilarity

Team Cohesion
Total Scale (Range 5 to
25) Scale mean =15

17.1

17.1

More
cohesion

17.7

16.9

More
cohesion

Group Openness to
Diversity
Total Scale (Range 6 to
30) Scale mean = 18

15.1

15.7

Less
openness to
diversity

15.5

15.5

Less
openness to
diversity

Modified Team
Outcome Effectiveness
Total Scale (Range 26 to
182) Scale mean = 104

131

131

More team
effectiveness

134

131

More team
effectiveness

More
dissimilarity

Comparisons of perceived similarity-dissimilarity, group openness to diversity,
team cohesion, and team effectiveness according to race, education, occupation,
professional practice area, age, and tenure. Previous research found that examination
of individuals who possess similar characteristics and personal attitudes as well as similar
values, is particularly suitable for theorizing the effects of value dissimilarity and thus,
the perceptions of group members (Williams & O'Reilly, 1998). Functional diversity,
where employees from different areas work on teams, can lead to less cohesiveness when

consistently divergent views and values are interjected into the team (Simsarian-Webber,
2002).

In this study, Males and Females, Hispanic-Latino and non-Hispanic Latinos

indicated similar results for similarity-dissimilarity, perceived openness to diversity, team
cohesion, and team effectiveness.

For race, there were no significant differences between Whites, Blacks, or Asians.
However, there were trend differences according to perceived similarity-dissimilarity
(values and informational), perceived group openness to diversity (informational), and
team outcome effectiveness (goals). Asians had the highest means while Blacks had the

lowest means using ANOVA comparisons (p=.77; p=.76; p=.07) for the three
dimensions respectively. These results indicate that Blacks perceived more values and
informational dissimilar& in their CFTs. Study results also indicate that Blacks felt their

teams were less open to informational diversity and were less likely to achieve their
goals.

Work value dissimilarity refers to differences in work standards that guide

behavioral choices when approaching tasks; and informational dissimilarity refers to
differences from other group members on characteristics such as professional
background, tenure, and work experience (Hobman et al., 2004).
For education, the group grades 7 through 9 was underrepresented (n=2) and
therefore, was not included in this analysis. In the hospital environment, healthcare
workers are increasingly required to possess a license to work in their particular
professions. In the health professions, those licenses generally require some college
education as a qualifier for a particular position. As such, the majority of CFT members

(85%) had some college education ranging from 1 to 3 years of college to professional
degrees. CFT members with professional degrees as well as those with 4 year degrees

perceived more team cohesion than did high school graduates. Those CFT members with
professional degrees also believed their CFTs were more effective in meeting their goals
than those CFT members who were high school graduates.
Previous research did not clearly define the relationship between occupational
groups and the effects on cross-functional team performance in hospitals. This study
explored whether differences existed between the occupations of the respondents
according to perceived similarity-dissimilarity, perceived group openness to diversity,
team cohesion, and team outcome effectiveness.

In the healthcare environment, line

workers have no supervisory responsibilities and can include clerical staff, mental health
technicians, unit secretaries and the like. In this study, there were significant differences,
where line workers perceived more similarity in their CFTs than non-patient care
directors.
Differences were found in perceptions of group openness to diversity in that
executives perceived more openness to diversity in their CFTs than RN's, therapists,
LPN's, and line workers. Results were also significant in that patient care directors and
non patient care directors both perceived more openness to diversity than therapists and
line workers. Overall, the results indicate that the views of higher level occupations such
as executives and directors about visible dissimilarity and openness to diversity
contrasted with the perceptions of lower level occupations such as RN's, LPN's,
therapists, and line workers. Research about openness to diversity in terms of managers
and healthcare CFTs was not found. In other environments, managers were found to
have less tolerance for older employees and it was suggested that stereotyping and other
preconceived notions about diverse members can have negative consequences, which

include managers leaving diverse teams prematurely (Jackson, 1996).

Management

scholars have largely overlooked the emerging changes in the workforce and have
assumed that diverse groups would assimilate into the workforce with little real regard
for the effects on organizational or team performance (Orlando et al., 2003). Previous
research suggests that the influence of leadership is one aspect of team performance
which has been largely neglected, thus, an important goal for further research should
focus on the area of leadership influence on team performance (Klimoski & Zaccaro,
2002).
In terms of team cohesion, there were significant differences where executives
believed their teams were more cohesive than RN's, therapists, LPN's, and line workers.
Both patient care directors and non patient care directors also believed their teams were
more cohesive than line workers. There were significant differences in terms of team

outcome effectiveness where executives, directors of patient care, and non patient care
directors believed their teams were more effective in terms of goals, customers,

timeliness, and quality and productivity compared to RN's, therapists, LPN's and line
workers. This study implies that higher level occupations such as executives and
directors hold more positive perceptions about cohesion and predictably, would also
perceive team effectiveness more positively. Despite the confusion in the literature with
regard to a consistent definition, cohesiveness is proposed to foster improved team
performance in that cohesive teams may out-perform less cohesive teams in certain
contexts (Wright & Drewery, 2006).

The comparisons of perceived similarity-

dissimilarity, perceived group openness to diversity, team cohesion, and team outcome
effectiveness according to occupation revealed that higher occupations such as executives

and directors consistently perceived more openness to diversity, cohesion, and
effectiveness while line workers and other lower level occupations perceived more
similarity, less openness to diversity, less cohesion, and less effectiveness.
Research Question 3

Research question 3 examined differences in CFT members' actual similaritydissimilarity, perceived similarity-dissimilarity, perceived group openness to diversity,
team cohesion, team outcome effectiveness, and performance of their organizations

according to organizational characteristics of hospitals with existing CFTs in south
Florida?
Comparisons of perceived similarity-dissimilarity, group openness to diversity,
team cohesion, and team outcome effectiveness according to LOS and geographic
location. In terms of geographic location, there were significant differences in LOS

between hospitals in Miami-Dade county and Palm Beach County, where hospitals in
Miami-Dade had a longer LOS than those in Palm Beach. Previous research about LOS is
sparse with regard to CFT outcome. Nevertheless, LOS can have a significant financial
impact on hospitals performance since the length of time a patient is stays in the hospital
for a particular condition is reimbursed by an insurance provider or the federal
government with specific dollar amounts (Large & Sear, 2005). LOS data compiled by
AHCA for hospitals in south Florida includes a risk adjustment which compensates for
the fact that larger hospitals and medical centers treat patients with higher acuity levels.

In this study, there is evidence that hospitals in Palm Beach County (median = 4.8) may
be more efficient than Miami-Dade County (median = 5.2) in managing their LOS. Data
available from the Agency for Healthcare Administration (AHCA, 2007) about the LOS

and the average amount that the hospital billed for discharged patients shows that the
average LOS for Palm Beach for 2007 was 4.2 days while the average for Miami-Dade
was 5.3 days. Based on the results of this study with regard to LOS and geographic
location, Palm Beach County hospitals were more cost effective than hospitals in MiamiDade County. The average billed amount for the hospitals in Palm Beach was $31, 792
while for Miami-Dade, the average billed amount was $42, 678. The average cost
divided by the average LOS is a rough estimate of the 'costliness" of the hospital. In this
study, the adjusted cost differential between Palm Beach and Miami-Dade County, based
on 2007 data provided by ACHA, was approximately $1100 per discharged patient
(approximately $7000 for Palm Beach; approximately $8100 for Miami-Dade). LOS was
also higher in larger hospitals with 501 to 1498 beds than in smaller hospitals with 200 to
300 beds.

Comparisons of actual similarity-dzj.szirtz&rzb accardzhg to AospzItaZ szie.
Results of Chi square analysis showed there was a significant difference in hospital size
according occupation 2 (14) = 23.76, p < .05. In hospitals with 501-1498 beds, the

actual similarity-dissimilarity variable occupation executive was significantly more
represented that in smaller hospitals. Although there were more supervisors and nonpatient care directors in hospitals with 501-1498 beds than in smaller hospitals, there
were more RNs, therapists and LPNs in hospitals with 200-300 beds than in larger
hospitals.

The combination of different occupations on hospital CFTs can lead to

decreased cohesion, lack of cooperation, and decreased organizational efficiency due to
role confusion and varying perceptions (Harnmond et al., 1999). Additional support for
the importance of occupational differences in terms of team cohesion and effectiveness

was provided by Lichtenstein et al. (2004) who proposed that power issues and
organizational issues outside the context of the CFT as well as the structure of healthcare
delivery will manifest within the team.

Comparisons of perceived similarity-dissimilarity, perceived group openness to
diversity, team cohesion according to hospital size. Previous research has not examined
the visible, values, and informational diversity constructs in terms of hospital size. In this
study, ANOVA showed no significant differences between perceived similarity-

dissimilarity total scale and subscales (visible, and values and informational similaritydissimilarity) and hospital size.
CFT members in hospitals ranging in size from 301 to 500 beds and 501 to 1498

beds scored higher on the openness to visible diversity items and thus, believed their
teams were more open to visible diversity than CFT members from smaller hospitals
ranging from 200 to 300 beds. For values and informational diversity, CFT members in
hospitals between 301 to 500 beds scored lower on the values and informational items
and thus, believed their teams were less open to values and informational diversity than
CFT members who were on teams at hospital between 200 to 300 and 501 to 1498 beds.
Hobman et al. (2004) found that openness to diversity was positively related to
group involvement. In this study, results indicate that larger hospitals had teams which
displayed more openness to diversity than smaller hospitals. Since less openness to

diversity may produce low morale and reduced social integration (Jehn et al., 1999;
Harrison et al., 1998, 2000), larger hospitals should provide a more open diversity
climate and thus, more effective CFTs. In previous studies, team cohesion, was found to
have a positive relationship with patient care and patient satisfaction (Deeter-Schmelz &

Kennedy, 2003). In this study, CFTs at smaller hospitals between 200 to 300 beds, rated
their teams higher on team cohesion, than CFT members at larger hospitals. While CFTs
at larger hospital CFTs were perceived to have more openness to diversity, CFTs at
smaller hospitals tended to be perceived as more cohesive.

Comparison of team outcome effectiveness and hospital size.

The Team

Outcome Effectiveness scale developed by Gibson, et al. (2003), was initially designed to

evaluate the effectiveness of teams across several contexts where team members, leaders,
and customers would complete the questionnaire. In this study, the researcher used the
modified scale to evaluate CFT members on four constructs; goals, customers, timeliness,
and quality and productivity. The study results showed that CFT members at larger

hospitals with between 501 to 1498 beds believed their teams achieved their goals, were
more effective in terms of customer satisfaction, were more effective in delivering
services on time, and were more effective in delivering quality and productivity than CFT
members at smaller hospitals (301 to 500 beds). Since no other study was found that has
examined hospital cross functional team effectiveness using the Team Outcome
Effectiveness scale, interpretations according to the literature cannot be made.

The results of this study in terms of comparisons with hospital size indicate that
smaller hospitals were more effective than larger hospitals in managing LOS. It was also
found that smaller hospitals employed more staff from clinical practice areas (RNs,
therapists, and LPNs). This study supports previous research in that interdisciplinary
efforts of nurses, therapists, and managers alike relies on perceptions of diversity and
functional roles embedded in healthcare. The relationship between quality care and the
effective management of LOS seems more prevalent in smaller hospitals with lower LOS.

Interestingly, CFT members at larger hospitals shared perceptions that their CFTs were
more open to diversity and more effective in overall team outcome effectiveness. One
interpretation is that CFT members in larger hospitals may have a more open diversity
climate and may in fact achieve their desired levels of team effectiveness.

Comparisons

of

actual

similarity-dissimilarity,

perceived

similarity-

dissimilarity, perceived group openness to diversity, team cohesion, team outcome
effectiveness, and performance (KPI) according to organizational characteristics. For
the organizational characteristic of Tax Status, there was a significant difference in team
cohesion where CFT members at not-for-profits scored higher on team cohesion than
CFT members at for-profit hospitals. Since higher scores are an indication of more
cohesion; this result indicates that CFTs at not-for-profits were perceived to be more
cohesive than those at for-profit hospitals. For the Key Performance Indicator (KPI) of
length of stay (LOS), there were significant differences between for-profits and not-forprofits. In this study, the LOS at not-for-profits was higher than the LOS at for-profit
hospitals. No other study was found that examined these constructs, and as such,
empirical support was not available for these findings. Nevertheless, explaining these
results may best be approached from a common business perspective-that

of producing

the most profits with the least expenditures. Hospitals are becoming more vigilant in
terms of resource utilization and patient flow and as a result, KPIs such as average length
of stay (LOS) will continue to be used as benchmarks for resource utilization
(consumption) and efficiency (output) (Vasilakis & Marshall, 2005).

A comparison of the means using independent t-tests of the Legal Classification
(investor owned or government) of hospitals in this study according to Actual Similarity-

Dissimilarity showed no significant differences for education, age, years in their

professions, or tenure in their hospital of employment.

Similarly, there were no

significant differences according to perceived similarity-dissimilarity, perceived group
openness to diversity, team cohesion, team outcome effectiveness, LOS, or EC percentile.

Summary and Interpretations of Hypothesis Testing
Summary Results of Hypotheses Testing
To test the hypotheses in this study, hierarchical linear regression analyses were
used to find the best explanatory models for respective hypotheses. Eta correlations were
conducted on categorical explanatory variables and dependent variables. Categorical
variables with significant relationships to respective dependent variables were converted
to dummy variables and analyzed with other explanatory continuous variables and
dependent variables using Pearson r. Based on the order of the strongest significant or
trend Pearson r correlations, to the weakest with respective dependent variables, the
explanatory variables were entered into the hierarchical (enter) linear regression model.
For each hypothesis, after significant models were identified, the next step was to select
the model having the best indicators of goodness-of-fit. This decision was based on
selecting a significant model with one of the highest adjusted R2 values in combination
with a high R2. This range of R2 values identified the percentage of the variance in the
dependent variable that could be explained by the explanatory variables in the model;
and, the error (e) was the percentage of the dependent variable that was not explained by
the variables.

HI:

Actual Similarity-Dissimilarity Explaining Perceived Similarity-Dissimilarity
For the actual similarity-dissimilarity variables of age, gender, tenure, race,

ethnicity, and education, were not explanatory variables of either visible, values, or

informational similarity or dissimilarity, or for the total scale measure of similaritydissimilarity in CFTs at the hospitals in this study.

Occupation was a significant

explanatory variable of perceptions of visible similarity-dissimilarity (Hla supported).

In this study, non-managerial CFT members in occupations such as RN's, LPN's,
therapists, and line workers, perceived more similarity in their CFTs than CFT members
in managerial occupations, such as executives and directors.

Results of this study

support previous propositions that team members may feel more included in team
processes and contribute to higher levels of team performance if they felt more similar
with other individuals on the team. For example, in 1965, Byrne and Nelson proposed
that the greater the similarities between individuals the greater the attraction.
Furthermore, the similarity-attraction paradigm predicts that homogeneous team
members work well together because of their shared characteristics, thereby creating a
synergistic effect on performance (Williams & O'Reilly, 1998). Years in practice showed
an inverse relationship with visible similarity-dissimilarity, indicating that CFT members
with more time in their professions felt more visible dissimilarity in their teams.
Dissimilarity in visible, values, and informational attributes were described as creating
less inclusion, lower participation levels, lower levels of communication, and poor
performance (Hobman et al., 2004).

All H1 sub hypotheses were supported because at least one variable measuring

actual similarity -dissimilarity was an explanatory variable for each sub hypothesis. The
results of hypotheses testing for H1 are presented in Table 5-4.

Table 5-4
Hypothesis 1: Actual Similarity-Dissimilarity Explaining Perceived Similarity-Dissimilarity,
Variance Explained, Results, and Interpretation of Literature

Hypotheses

Variance Explained

Results

Literature

Hla
There is a significant
explanatory
relationship between
actual similaritydissimilarity, and
perceived visible
similaritydissimilarity.

3.6% to 4.6%

Support
Occupation (+)
Years in Practice (-)

Hobman et al. (2004)
Williams & O'Reilly,
(1998)
Confirmed

Hlb
There is a significant
explanatory
relationship between
actual similaritydissimilarity, and
perceived values and
informational
similaritydissimilarity.

1.5%to 2.1%

Support
Occupation (+)

Hobman et al. (2004)
Confirmed

2.3% to 2.8%

Support
Occupation (+)

Hobman et al. (2004)
Confirmed

Hld
There is a significant
explanatory
relationship between
actual similaritydissimilarity and
perceived similaritydissimilarity (total
score).

.

H2:

Actual and Perceived Similarity-Dissimilarity and Perceived Group Openness to

Diversity
According to the hypothesized model tested, H2 had four sub hypotheses. Each
hypothesis tested relationships among CFT members' actual similarity-dissimilarity,

perceived similarity-dissimilarity, and variations in the dependent variable of perceived
group openness to diversity (H2,= visible diversity, H2b= values diversity, H2c=
informational diversity, and H2d=total score) in hospital cross-functional teams. All sub
hypotheses were supported.

Perceived group openness to visible diversity.

For H2, where explanatory

variables of actual and perceived similarity-dissimilarity explained the dependent
variable of perceived group openness to visible diversity, there were eight significant
models produced. Model 4 was selected (F=28.86, p5 .05) with four explanatory
variables including two actual diversity (occupation level and years in practice), and two

perceived diversity (visible and values and informational dissimilarity).

Model 4

explained a range of 38.0% to 39.3% of the variation in perceived group openness to

visible diversity. This finding was significant, but there was also more than 60% of
unexplained variance (e) in perceived group openness to visible diversity, due to other
variables.

The actual similarity-dissimilarity variables (gender, race, ethnicity,

education, and tenure) were not significant.

Perceived group openness to values diversity.

For H2b where explanatory

variables of actual and perceived similarity-dissimilarity explained the dependent
variable of perceived group openness to values diversity, there were seven significant
models produced. Model 4 was selected (F=18.92, p5.001) with four explanatory

variables, including actual diversity (occupation level and years in practice) and two

perceived similarity-dissimilarity (visible and values and informational dissimilarity).
Model 4 explained a range of 28.0% to 30.0% of the variation in perceived group

openness to values diversity. This finding was significant, but there was also more than
70% of unexplained variance (e) in perceived group openness to values diversity, due to
other variables. The actual similarity-dissimilarity variables (gender, race, ethnicity,
education, and tenure) were not significant.

Perceived group openness to informational diversity. For H2, where explanatory
variables of actual and perceived similarity-dissimilarity explained the dependent
variable of group openness to informational diversity, there were five significant models
produced. Model 5 was selected (F=19.94, p l .001) with five explanatory variables,
including actual diversity (occupation level, years in practice, and practice in a clinical
area) and two perceived similarity-dissimilarity (visible and values and informational

dissimilarity). Model 5 explained a range of 34.0% to 36.0% of the variation in
perceived group openness to informational diversity. This finding was significant, but
there was also approximately 64% of unexplained variance (e) in perceived group

openness to informational diversity, due to other variables. The actual sirnilaritydissimilarity variables (gender, race, ethnicity, education, and tenure) were not
significant.

Perceived group openness to diversity (total score). For Hzd where explanatory
variables of actual and perceived similarity-dissimilarity explained the dependent
variable of group openness to diversity (total score), there were five significant models
produced. Model 5 was selected (F=21.52, p5 .001) with five explanatory variables,

including actual diversity (occupation level, years in practice, and practice in a clinical
area) and two perceived similarity-dissimilarity (visible and values and informational
dissimilarity). Model 5 explained a range of 36.0% to 38.0% of the variation in
perceived group openness to diversity (total score). This finding was significant, but

there was also approximately 62% of unexplained variance ( e ) in perceived group
openness to diversity (total score), due to other variables.

The actual similarity-

dissimilarity variables (gender, race, ethnicity, education, and tenure) were not
significant.
For H2, all sub hypotheses tested showed that the actual similarity-dissimilarity
variables of gender, race, ethnicity, education, and tenure were not significant
explanatory variables of perceived group openness to diversity. This was unexpected and
a possible explanation may be that the highly diverse composition of the south Florida
workforce may have embraced visible diversity characteristics such as race and ethnicity.
In their study about hospital teams in 2004, Hobman et al. found that team members, who
felt their teams valued differences, were involved in work group tasks, regardless of how
different they perceived themselves to be. However, "when individuals perceived that
their group was not open to diversity, individuals who were visibly or informationally
dissimilar felt less involved in work group tasks7' (Hobman et al., 2004, p.560). In this
study, the results indicate that team members identify with each other and have developed
social and categorization team processes which exclude age, gender, and ethnicity.
Gender, age, and ethnicity are described as salient, visible, and impermeable
characteristics and are therefore likely to be used in social identification and
categorization processes (Pelled, 1996). This study provides support for Hobman et a1

(2004) who linked visible, values, and informational diversity with team member

perceptions about visible, values, and informational dissimilarity. A summary of the
variance explained, results, and literature in relation to perceived group openness to
diversity and, actual and perceived similarity-dissimilarity for Hypothesis 2 and each sub

hypothesis is presented in Table 5-5.

Table 5-5

Hypothesis 2:

Actual and Perceived Similarity-Dissimilarity and Perceived Group

Openness to Diversity Variance Explained, Results, and Interpretation of Literature
Hypotheses

Variance Explained

Hypotheses Testing
Results
And Explanatory
Variables in Model
Selected
Support
Perceived Visible
SimilarityDissimilarity (-)
Perceived Values and
Informational
SimilarityDissimilarity (-)
Occupation (-)
Years in Practice (+)

Literature

H2a
There is a significant
explanatory
relationship between
actual similaritydissimilarity,
perceived similaritysimilaritydissimilarity, and
group openness to
visible diversity

38% to 39%

H2b
There is a significant
explanatory
relationship between
actual similaritydissimilarity,
perceived similaritydissimilarity, and
group openness to
values diversity.

28% to 30%

Support
Perceived Visible
SimilarityDissimilarity (-)
Perceived Values and
Informational
SimilarityDissimilarity (-)
Occupation (-)
Years in Practice (+)

Hobman et al. (2004)
Consistent

H2c
There is a significant
explanatory
relationship between
actual similaritydissimilarity,
perceived similaritydissimilarity, and
perceived group
openness to
informational
diversity

33% to 35%

Support
Perceived Visible
SimilarityDissimilarity (-)
Occupation (-)
Perceived Values and
Informational
SimilarityDissimilarity (-)

Hobman et al. (2004)
Consistent

Hobman et al. (2004)
Consistent

Table 5-5 Continued

Hypotheses

Variance Explained

36 to 37%
H2d
There is a significant
explanatory
relationship between
actual similaritydissimilarity,
perceived similaritydissimilarity, and
group openness to
diversity (total score)

Hypotheses Testing
Results
And Explanatory
Variables in Model
Selected
Support
Perceived Visible
SimilarityDissimilarity (-)
Occupation (-)
Perceived Values and
Informational
SimilarityDissimilarity (-)

Literature

Hobman et al. (2004)
Consistent

H3: Actual and Perceived Similarity-Dissimilarity, Perceived Group Openness to

Diversity, and Team Cohesion
For H3 where explanatory variables of actual, perceived similarity-dissimilarity,

and perceived group openness to diversity explained the dependent variable of team
cohesion, there were nine significant models produced. Model 8 was selected (F=55.06,
p l ) with eight explanatory variables, including actual diversity (occupation level,
education, medical practice area), two perceived similarity-dissimilarity (visible and

values and informational dissimilarity), and three perceived group openness to diversity
(visible, values and informational). Model 8 explained a range of 70.0% to 72.0% of the
variation in team cohesion (total score). This finding was highly significant with only

30% of unexplained variance (e) in team cohesion, due to other variables. In this study,
the actual similarity-dissimilarity variables of gender, ethnicity, age, race, practice in a

clinical area, education, and years in practice were not significant explanatory variables
explaining team cohesion.
Results from this study indicate that teams whose members were more open to
diversity were likely to be perceived as more cohesive. Likewise, the inverse relationship
between perceived similarity-dissimilarity and team cohesion indicates that teams who
perceived more similarity in their CFTs also perceived more team cohesion. Degeling et
al. (1998) proposed that hospital employee attitudes about values and their subsequent
behaviors are influenced by their occupational roles. It was also proposed that teams may
be less cohesive when consistently divergent values are interjected into the team,
(Simsarian-Webber, 2002; Mollica, 2003). Thus, as previously reported, the combination
of different occupations on hospital CFT's can lead to decreased cohesion, lack of
cooperation and decreased organizational efficiency due to role confusion and varying
perceptions (Bandak et al., 1999). In this study, there is significant evidence showing the
importance of examining how diversity variables and the composition of CFTs in
healthcare affect team cohesion and ultimately, contribute to better patient outcomes.
Team functioning, and in particular, how team functioning is affected by team cohesion
is an important area of study with regard to hospital organizations (Deeter-Schrnelz &
Kennedy, 2003). A summary of the variance explained, results, and literature in relation
to actual similarity-dissimilarity, perceived similarity-dissimilarity, perceived group

openness to diversity, and team cohesion is shown in Table 5-6.

Table 5-6

Hypothesis 3: Actual and Perceived Similarity-Dissimilarity, Perceived Group Openness
to Diversity, and Team Cohesion Variance Explained, Results, and Literature
Hypotheses

H3
There is a significant
explanatory
relationship between
Actual SimilarityDissimilarity,
Perceived SimilarityDissimilarity,
Perceived Group
Openness to
Diversity, and Team
Cohesion in south
Florida hospital CFTs.

Variance Explained

70% to 72%

Hypotheses Testing
Results
And Explanatory
Variables in Model
Selected
Support
perceived Group
Openness to Values
Diversity (+)
Perceived Group
Openness to
Informational
Diversity (+)
Perceived Values and
Informational
SimilarityDissimilarity (-)

Literature

Deeter-Schmelz &
Kennedy, (2003)
Simsarian-Webber,
2002; Mollica, 2003
consistent

H4: Actual Similarity-Dissimilarity, Perceived Similarity-Dissimilarity, Perceived
Group Openness to Diversity, Team Cohesion, and Team Effectiveness
According to the hypothesized model, H4 had six sub hypotheses. However, after
a modification of the team outcome effectiveness scale, five sub hypotheses tested the
relationship between CFT member's perceptions about actual similarity-dissimilarity
(age, gender, ethnicity, race, occupation, education, tenure, years in practice, professional
practice area), perceived similarity-dissimilarity, perceived group openness to diversity,

team cohesion, and team outcome effectiveness in achieving goals, customer satisfaction,
timeliness, and quality and productivity in CFTs at hospitals in this study.

Team outcome effectiveness in achieving goals. For H4a where explanatory
variables of actual and perceived similarity-dissimilarity, perceived group openness to
diversity, and team cohesion explained the dependent variable of team outcome

effectiveness in achieving goals, there were nine significant models produced. Model 9
was selected (F=17.47, p1.001) with 13 explanatory variables, including seven actual

diversity (occupation, professional practice area, practice in a clinical area, education,
years in practice, age, and race=black), team cohesion, two perceived similarity-

dissimilarity (visible and values and informational dissimilarity), and three perceived
group openness to diversity (visible, values, and informational). Model 9 explained a
range of 54.0% to 57.0% of the variation in team outcome effectiveness in achieving

goals. This finding was significant with only 43% of the unexplained variance (e) in
team outcome effectiveness in achieving goals, due to other variables. In this study the
actual diversity variables of gender and ethnicity were not significant explanatory
variables explaining team outcome effectiveness in achieving goals.
Team outcome effectiveness in achieving customer satisfaction. For H4b where
explanatory variables of actual and perceived similarity-dissimilarity, perceived group

openness to diversity, and team cohesion explained the dependent variable of team
outcome effectiveness in achieving customer satisfaction, there were nine significant
models produced. Model 9 was selected (F=15.15, pS .001) with 1 1 explanatory
variables, including five actual diversity (occupation, professional practice area,
education, age, and years in practice), team cohesion, two perceived similarity-

dissimilarity (visible and values and informational dissimilarity), and three perceived
group openness to diversity (visible, values and informational). Model 9 explained a

range of 46.0% to 49.0% of the variation in team outcome effectiveness in achieving
customer satisfaction. This finding was significant; however, there was more than 50.0
% of unexplained variance ( e ) in team outcome effectiveness in achieving customer

satisfaction, due to other variables. In this study the actual diversity variables of age,
gender, race, ethnicity, and education were not significant explanatory variables
explaining team outcome effectiveness in achieving customer satisfaction.

Team outcome effectiveness in achieving timeliness. For H4, where explanatory
variables of actual and perceived similarity-dissimilarity, perceived group openness to
diversity, and team cohesion explained the dependent variable of team outcome
effectiveness in achieving timeliness, there were nine significant models produced.
'

Model 8 was selec'ted (F=23.86,p l .001) with eight explanatory variables, including two
actual diversity (occupation and professional practice area), team cohesion, two
perceived similarity-dissimilarity (visible and values and informational dissimilarity), and
three perceived group openness to diversity (visible, values and informational). Model 8
explained a range of 50.0% to 52.0% of the variation in team outcome effectiveness in
achieving timeliness. This finding was significant; however, there was approximately

50.0 % of unexplained variance ( e )in team outcome effectiveness in achieving timeliness,
due to other variables. In this study, the actual diversity variables of age, gender, race,
education, ethnicity, gender, race, tenure, and years in practice were not significant
variables explaining team outcome effectiveness in achieving timeliness.

Team outcome effectiveness in achieving quality and productivity. For H4*
where explanatory variables of actual and perceived similarity-dissimilarity, perceived
group openness to diversity, and team cohesion explained the dependent variable of team

outcome effectiveness in achieving timeliness, there were nine significant models
produced. Model 8 was selected (F=27.77, p l .001) with eight explanatory variables,
including two actual diversity (occupation and professional practice area), team cohesion,
two perceived

similarity-dissimilarity

(visible and

values and

informational

dissimilarity), and three perceived group openness to diversity (visible, values and
informational). Model 8 explained a range of 53.0% to 55.0% of the variation in team
outcome effectiveness in achieving quality and productivity. This finding was significant;
however, there was approximately 45.0% of unexplained variance (e) in team outcome

effectiveness in achieving quality and productivity, due to other variables. In this study,
the actual diversity variables of age, gender, race, education, ethnicity, gender, race,
tenure, and years in practice were not significant variables explaining team outcome

effectiveness in achieving quality and productivity.
Team outcome effectiveness total score. For H4, where explanatory variables of

actual and perceived similarity-dissimilarity, perceived group openness to diversity, and
team cohesion explained the dependent variable of team outcome effectiveness (total
score), there were nine significant models produced. Model 8 was selected (F=30.45, pS
.001) with eight explanatory variables, including two actual diversity (occupation and
professional practice area), team cohesion, two perceived similarity-dissimilarity (visible
and values and informational dissimilarity), and three perceived group openness to

diversity (visible, values and informational). Model 8 explained a range of 56.0% to
58.0% of the variation in team outcome effectiveness (total score). This finding was
significant; however, there was more than 40.0 % of unexplained variance (e) in team

outcome effectiveness (total score), due to other variables.

In this study, the actual

diversity variables of age, gender, race, education, ethnicity, gender, race, tenure, and

years in practice were not significant variables explaining team outcome effectiveness in
achieving quality and productivity.

Results from this study may help clarify the debate about team effectiveness in
the healthcare environment, which is cited as revolving around management perceptions,
team member retention, and team performance expectations (Mickan, 2005). Previous
research findings suggest that leaders can behave in ways that cohesion can be optimized
in individuals and teams and thus lead to substantial enhanced performance (Michalisin et
al., 2007). Team cohesion has been established as a significant explanatory variable in
this study with goals, timeliness, customer satisfaction and quality and productivity.
These findings also support results from previous research, which examine diversity and
the effects on work group involvement. Work group involvement is described as team
member involvement in team tasks and exchange of information, respect, and perceptions
about inclusion and exclusion as well as team effectiveness (Mor-Barak & Cherin, 1998).

In their study of perceived dissimilarity in healthcare teams, Hobman et a1 (2003) found
that both visible and informational dissimilarity were negatively related to work group
involvement. Their study also found that perceived group openness to visible diversity
and informational diversity were both positively related to work group involvement
(Hobman et al., 2003). This study did not support those findings in that it was found that
perceived group openness to visible diversity was negatively related to team outcome
effectiveness (total score) while perceived group openness to values diversity was

positively related to team outcome effectiveness (total score). The results of hypotheses
testing for H4 are presented in Table 5-7.

Hypothesis 4: Actual and Perceived Similarity-Dissimilarity, Perceived Group Openness
to Diversity, Team Cohesion and Team Outcomes Effectiveness Variance Explained,
Results, and Literature
Hypotheses

Variance Explained

H4a
There is a significant
explanatory
relationship between
actual similaritydissimilarity,
perceived similaritydissimilarity, group
openness to diversity,
team cohesion, and
hospital crossfunctional team
effectiveness in
achieving goals.

51% to 53%

H4b
There is a significant
explanatory
relationship between
actual similaritydissimilarity,
perceived similaritydissimilarity, group
openness to diversity,
team cohesion, and
hospital crossfunctional team
effectiveness in
achieving customer
satisfaction.

46%to 49%

Hypotheses Testing
Results
And Explanatory
Variables in Model
Selected
Partially Supported
Team Cohesion (+)
Perceived Visible
SimilarityDissimilarity (-)

Literature

Deeter-Schmelz &
Kennedy, (2003)
Partly Consistent
Hobman et a1 (2003)
Partly Consistent

Perceived Values and
Informational
SirnilarityDissimilarity (-)

Partially Supported
Team Cohesion (+)

Deeter-Schmelz &
Kennedy, (2003)
Preston, (2005)
Partly Consistent

Table 5-7 Continued

Hypotheses

H4c: There is a
significant
explanatory
relationship between
actual similaritydissimilarity,
perceived similaritydissimilarity, group
openness to diversity,
team cohesion, and
hospital crossfunctional team
effectiveness in
timeliness
H4d: There is a
significant
explanatory
relationship between
actual similaritydissimilarity,
perceived similaritydissimilarity, group
openness to diversity,
team cohesion, and
hospital crossfunctional team
effectiveness in
achieving quality and
productivity
H4f: There is a
significant
explanatory
relationship between
actual similaritydissimilarity,
perceived similaritydissimilarity, group
openness to diversity,
team cohesion, and
hospital cross
functional team
effectiveness (total)

Variance Explained

49% to 52%

52% to 54%

55% to 57%

Hypotheses Testing
Results
And Explanatory
Variables in Model
Selected
Partially Supported
Team Cohesion (+)
Perceived Visible
SimilarityDissimilarity (-)
Perceived Values and
Informational
SimilarityDissimilarity (+)

Literature

Deeter-Schmelz &
Kennedy, (2003);
Huq & Martin, (2000)
consistent

Hobman et al. (2004)
consistent

Supported
Team Cohesion (+),
Perceived Visible
SimilarityDissimilarity (-)
Perceived Values and
Informational
SimilarityDissimilarity (+)
Group Openness to
Visible Diversity (-)
Group Openness to
Values Diversity (+)

Deeter-Schmelz &
Kennedy, (2003)
consistent

Supported
Team Cohesion (+)
Perceived Visible
SimilarityDissimilarity (-)
Perceived Values and
Informational
SimilarityDissimilarity (+)
Group Openness to
Visible Diversity (-)
Group Openness to
Values Diversity (+)

Deeter-Schmelz &
Kennedy, (2003)
consistent

Hobman et al. (2004)
consistent

Hobman et al. (2004)
consistent

Hobman et al. (2004)
consistent

Hobman et al. (2004)
consistent

H5: Actual and Perceived Similarity-Dissimilarity, Perceived Group Openness to
Diversity, Team Cohesion, Team Effectiveness, and Organizational Performance
(KPl's)
According to the hypothesized model, H5 had three sub hypotheses; however, sub
hypothesis H5,, which had percentage score as the dependent variable, was not used in
this study because the percentage scores for the most recent JCAHO surveys for the 24
hospitals with publicly available results had a minimal variation in scores and therefore,
were not used for the purpose of analysis.

Percentile ranking of performance in the JCAHO Management of the
Environment of Care survey (KPZ). Based on the small sample size (n=123) and the
lack of significant or trend relationships between the explanatory and dependent
variables, hierarchical regression analysis was not conducted for

which had EC

percentile score as the dependent variable.

Performance in average length of stay (KPZ). For H5, where explanatory
variables of actual and perceived similarity-dissimilarity, perceived group openness to
diversity, team cohesion, and team outcome effectiveness explained the dependent

variable of LOS, there were two significant models produced. Model 1 was selected

(F=7.37, p l .001) with one explanatory variable (practice in a clinical area). Model 1
explained a range of 3.3% to 4.0% of the variation in LOS. Although this finding was
significant, more than 95.0% of unexplained variance ( e ) in LOS was due to other
variables. In this study, the actual diversity variables of age, gender, race, education,
ethnicity, gender, race, tenure, and years in practice were not significant variables
explaining average length of stay.

LOS is an indicator of how well a hospital can manage its resources in light of
varying morbidity characteristics of its patient population (AHCA, 2004). It has also
been cited as a critical aspect of "the quality of life" of patients and the single most
important variable in the consumption equation in terms of resource utilization in
hospitals (Kulinskaya, Kornbrot, & Gao, 2005). As a direct measure of performance,

LOS is a standard measure, which hospitals use to gauge efficiency, effectiveness, and
overall quality.
Previous literature predictably supports the proposition that RNs engage in team
activities with other healthcare workers, including allied health personnel, and
administrative staff to manage the complex LOS requirements in an efficient manner
(Apker, 2004). In this study, there is evidence that supports practice in a clinical area as
being more important than practice in a non-clinical area, such as support services, in
producing a lower LOS. Empirical research using the variables in this study are scant;
however, literature on hospital performance supports the outcome presented in Table 5-8,
showing an inverse relationship between practice in a clinical area and LOS.

Table 5-8

Hypothesis 5: Actual and Perceived Similarity-Dissimilarity, Perceived Group Openness
to Diversity, Team Cohesion, Team Effectiveness, and Organizational Perjfomzance
Percentile Score and LOS (KPZ's),Variance Explained, Results, and Literature
Hypotheses

Variance
Explained

H5b
Actual similaritydissimilarity, perceived
similarity-dissimilarity,
group openness to diversity,
team cohesion, and team
effectiveness of hospital
cross functional teams are
significant explanatory
variables of hospital
percentile rankings of
performance in the JCAHO
Management of the
Environment of Care survey

NIA

H5c
Actual similaritydissimilarity, perceived
similarity-dissimilarity,
group openness to diversity,
team cohesion, and team
effectiveness of hospital
cross functional teams are
significant explanatory
variables of hospital
performance in average
length of stay (LOS).

3.3%to 3.9%

Hypotheses Testing
Results
And Explanatory
Variables in Model
Selected
Not Supported

Partial Support
Practice in a Clinical
Area (-)

Literature

Kulinskaya, Kombrot,
& Gao, (2005).
Not consistent

Kulinskaya, Kornbrot,
& Gao, (2005).
Partly consistent
Apker (2004)
consistent

H6:

Organizational Characteristics, Actual and Perceived Similarity-Dissimilarity,

Perceived Group Openness to Diversity, Team Cohesion, Team Effectiveness, and
Organizational Performance (KP17s)
According to the hypothesized model, H6 had three sub hypotheses. However,
since the percentage scores from the most recent JCAHO survey for the 24 hospitals with
publicly available data showed minimal variation, two sub hypotheses tested the
explanatory relationships between Organizational Characteristics (hospital type, hospital
size, and geographic location), Actual and Perceived Similarity-Dissimilarity, Perceived
Group Openness to Diversity, Team Cohesion, Team Outcome Effectiveness, and
Organizational Pei$ormance (KPZ's).

Organizational performance and percentile ranking of performance in the
JCAHO Management of the Environment of Care survey (KPI).

For H6t, where

explanatory variables of organizational characteristics (hospital size, tax status, and legal
classification), actual and perceived similarity-dissimilarity, perceived group openness to
diversity, team cohesion, and team outcome effectiveness explained the dependent

variable of EC Percentile, there were two significant models produced. Model 2 was
selected (F=11.59, p l .001) with two explanatory variables (hospital size and legal
classification-government owned). Model 2 explained a range of 14.5% to 16.0% of the
variation in EC Percentile. This finding was significant with more than 80.0% of
unexplained variance (e) in EC Percentile, due to other variables. In this study, none of
the actual diversity variables were significant explanatory variables of EC Percentile.

Organizational performance and length of stay (KPI).

For H6, where

explanatory variables of organizational characteristics (hospital size, tax status, and legal

classification), actual and perceived similarity-dissimilarity, perceived group openness to
diversity, team cohesion, and team outcome effectiveness explained the dependent
variable of LOS, there were five significant models produced. Model 4 was selected
(F=7.05, p l .001) with four explanatory variables, including three organizational
characteristics (hospital size, geographic location-Miami-Dade and Broward counties and
one actual similarity-dissimilarity (practice in a clinical area).

Model 4 explained a

range of 12.0% to 14.0% of the variation in LOS. This finding was significant with
almost 84% of unexplained variance (e) in LOS, due to other variables. In this study, the
actual diversity variables of race, ethnicity, age, education, occupation, years practiced,
professional practice area, and tenure were not significant explanatory variables of EC
Percentile.

H6b was partially supported where hospital size was a significant explanatory
variable of the EC Percentile score. Hospital size was positively related to EC Percentile
which indicates that as hospital size increases, so does the percentile ranking of the
hospital as compared to other hospitals surveyed during the same period. In this study,
this finding is significant in that larger hospitals with greater resources appeared to do
better than smaller hospitals on regulatory surveys. The two legal classification dummy
variables were the inverse of each other, such that investor-owned hospitals had a
significant inverse correlation with organizational performance (EC Percentile) (r = .254, p = .004), while government-owned hospitals had a positive significant relationship
(r = ,254, p = .004). The significance of this finding is that investor owned hospitals had
a lower EC Percentile score than government hospitals and thus performed less
effectively on their most recent regulatory surveys. Because of their inherent business

models, it is often assumed that non-profits are inherently inefficient and unable to
compete effectively while for-profits would be more efficient (Rosenau & Linder, 2003).
In their systematic review of several decades of research of private for-profit versus notfor profit hospitals, Rosenau and Linder (2003) report that out of 149 studies, forty-one
found nonprofit providers were superior on quality of care of care as compared to only 20
who found for-profits more effective. This study supports the findings of the majority of
studies where not-for profits were more effective in terms of achieving better scores on
regulatory surveys.
Bed size was a significant explanatory variable where hospital size was positively
related to LOS. This indicated that as hospital size increased, the length of stay also
increased, &d thus larger hospitals (501 to 1498 beds) may be less efficient than smaller
hospitals (200 to 300 beds). Previous studies have found links between individual job
performance and hospital size, specifically; larger hospitals had lower ratings of
performance as reported by survey respondents (Dworkin, Goldstien, and Drozdenko,
2006). One possible explanation is that as hospitals increase in size, RNs, LPNs and
other direct patient care providers may be more focused on patient outcomes than on
LOS.

In smaller hospitals, executives may have more control over operations than at

larger more complex hospital systems (Dworkin et al., 2006) and thus, although larger
hospitals in this study did better on regulatory surveys, smaller hospitals appeared to be
more efficient in terms of LOS. The results of hypotheses testing for H6 are presented in
Table 5-9.

Table 5-9
Hypothesis 6: Organizational Characteristics, Actual and Perceived SimilarityDissimilarity, Perceived Group Openness to Diversity, Team Cohesion, Team
Effectiveness, and Organizational Pegormance in Percentile Score and LOS (KPI's),
Variance Explained, Results, and Literature
Hypotheses

Variance Explained

H6h
Organizational
characteristics, actual
similarity-dissimilarity,
perceived similaritydissimilarity, group
openness to diversity,.
team cohesion, and team
effectiveness of hospital
CFTs are significant
explanatory variables of
the Percentile rankings
of performance of the
JCAHO Management of
the Environment of Care
survey.

13% to 14%

H6c
Organizational
characteristics, actual
similarity-dissimilarity,
perceived similaritydissimilarity, group
openness to diversity,
team cohesion, and team
effectiveness of hospital
CFTs are significant
explanatory variables of
average length of stay
(LOS).

6.3% to 6.8%

Hypotheses Testing
Results
And Explanatory
Variables in Model
Selected
Partial support
Government Owned Not
for profit (+)
Hospital size (+)

Partial support
Geographic Location
(Miami-Dade) (+)
Hospital size (+)
Practice in a Clinical
Area (-)
Geographic Location
(Broward) (-)

Literature

Rosenau & Linder,
(2003)
Klimoski and Zaccaro
(2002)
Partly consistent

Rosenau & Linder,
(2003)
Klimoski and Zaccaro
(2002)
Dworkin, Goldstien, and
Drozdenko (2006)
Dworkin et al. (2006)
Partly consistent

Practical Implications
The cost of healthcare to each person in the US is approximately $5,600 per year,
while healthcare spending is approximately 16% of the gross domestic product of the US
(Singer, 2008). The preceding scenario coupled with increased regulatory pressures has
led to greater demands being placed on hospitals to provide efficient delivery of patient
care services. CFTs in south Florida are demographically diverse and are embedded in
hospital organizational structures. The key objective of this study was to examine the
relationship among CFT member perceptions about actual and perceived similarity-

dissimilarity, perceptions about CFT diversity, team cohesion, team effectiveness, and
performance of hospital organizations in the tri-county area of south Florida (Palm
Beach, Broward, and ~ i k i - ~ a County).
de
The importance of team functioning in the hospital environment was illustrated in
several studies, which showed evidence that occupational differences among health
professionals can affect team performance (Alexander et al., 2004; Lichtenstein &
Alexander, 2000). Degeling et al. (1998) propose that hospital employee attitudes about
values and their subsequent behaviors are influenced by their occupational roles. The
combination of different occupations on hospital CFT's can lead to decreased cohesion,
lack of cooperation and decreased organizational efficiency due to role confusion and
varying perceptions (Bandak et al., 1999). Results from this study will provide valuable
insight about the perceptions about similarity-dissimilarity and openness to diversity
between higher level team members (administrators and directors) and lower level team
members (RN's, LPN's, and Therapists). Practical implications from this study include:

1. Hospital directors and administrators can understand how lower level

occupations feel about openness to diversity and can take measures to
influence employee perceptions.
2. This study examined the occupational differences found in teams and showed
that leadership (administrators and directors) does differ in terms of team
perceptions about diversity. The results indicate that these differences may
influence team performance and therefore, hospital leaders may improve
performance by changing the perceptions held by their higher level team
members (Sivasubramaniarn et al., 2002).
3. Although diverse views and opinions can lead to less cohesion in teams, the
nature of healthcare and the diversity that is an integral part of the
demographic composition of employees in south Florida hospitals, this study
supports the conclusion that team work should be approached with careful
planning (Harris & Nibler, 2003).

Hospital leaders can increase team

effectiveness through a more thoughtful approach to dealing with the complex
nature of team diversity.

4. Teams may be less cohesive when consistently divergent views and values are
interjected into the team, thus, diversity management strategies should include
a more balanced organizational power structure (Simsarian-Webber, 2002;
Mollica, 2003).

5. Knowledge about team effectiveness will prompt hospital leaders to redesign
training for teams (Gibson, Zellmer-Bruhn, and Schwab, 2003).

6. Since occupation (administrators, directors, RN's, LPN's, Therapists) was a
significant explanatory of team cohesion, hospitals can obtain more cohesive
teamwork if they focus their attentions on how leadership interacts with other
staff members when they work on teams together.

Understanding the

dynamics of diversity can lead to more cohesion and improved performance
(Wright & Drewery, 2006).

Conclusions
1.

The majority of respondents in this study were females, who numbered almost
twice as many as male respondents. In terms of education, those with college
degrees accounted for approximately 83% of the respondents. These data are
similar to those obtained

k previous studies conducted by Deeter-Schmelz

and Kennedy (2003).

2.

Executives' and directors' perceptions of openness to diversity are different
than the perceptions of lower level team members.

Lower level team

members perceived less openness to diversity in their CFTs.
3.

In this study, non-managerial CFT members who were RN's, LPN's,
Therapists, and Line Workers, perceived more similarity in their CFTs than
CFT members in managerial occupations, such as executives and directors.

4.

Years in practice showed an inverse relationship with visible similarity-

dissimilarity, indicating that CFT members with more time in their
professions felt more visible dissimilarity in their teams.
5.

Indications from this study are that teams who were more open to diversity
were likely to be perceived as more cohesive.

6.

Teams who perceived more similarity in their CFTs also perceived more team
cohesion.

7.

Perceived visible dissimilarity had an inverse relationship to team outcome
effectiveness in achieving goals, indicating that the higher the perceived
visible dissimilarity, the lower the team outcome effectiveness in achieving
goals.

8.

Both perceived visible similarity-dissimilarity and perceived values and
informational similarity-dissimilarity had inverse relationships with team
outcome effectiveness in achieving customer service, indicating that the higher

the perceived dissimilarity (the greater the degree of perceived visible and
value and informational differences between the respondent and the rest of the

group), the lower the team outcome effectiveness in achieving customer
sewice.

9.

Both perceived visible similarity-dissimilarity and perceived values and
informational similarity-dissimilarity had inverse relationships with team
outcome effectiveness in achieving timeliness, indicating that the higher the
perceived dissimilarity (the greater the degree of perceived visible or values
and informational differences between the respondent and the rest of the

group), the lower the team outcome effectiveness in achieving timeliness.
10.

The greater the perceived visible similarity-dissimilarity, the lower the team
outcome effectiveness in achieving quality and productivity.

11.

The greater the frequency of administrative or medical staff practice area, the
greater the team outcome effectiveness in achieving quality and productivity

12.

The greater the perceived visible dissimilarity, the lower the team outcome
effectiveness (total score).

13.

The greater the perceived group openness to visible diversity, the lower the
team outcome effectiveness (total score).

14.

The greater the frequency of administrative or medical staff practice area, the
greater the team outcome effectiveness (total score)

Limitations
This study was one of the more comprehensive studies about hospital cross
functional teams (CFT) and the effects of actual and perceived dissimilarity, diversity,
cohesion, and team effectiveness on hospital performance. The limitations of this study

are as follows:

1.

This non-experimental study was weaker than an experimental design.

2.

The sample size of 185 CFT members from 35 hospitals does not represent the
entire population of CFT members in hospitals in the tri-county area of Palm
Beach, Broward, or Miami-Dade in south Florida.

3.

The number for Palm Beach county (n=7)was small for the analysis of data.

4.

The sample size of Medical Staff (physicians) was small for comparative analysis
according to occupational title.

5.

The Perceived Dissimilarity scale and the Team Outcome Effectiveness scale were
modified.

6.

This study was limited to 35 hospitals in the south Florida region, which is
comprised of Palm Beach, Broward, and Miami-Dade counties. The results of
this study cannot be generalized beyond this sample.

7.

In this study, Palm Beach County was under represented (-14.6%), and Broward
County was over represented (12.9%).

8.

For the dependent variable length of stay in H5, although the regression models
selected were significant, between 86% and 97% of the variance in length of stay
was due to variables other than those tested.

Recommendations for Future Study
Based on the interpretations and conclusions from this study, future studies are
recommended to further explore relationships among CFT demographics and perceptions
about occupations in hospital teams. In addition to studies about occupations, it is also
recommended that future studies focus on the key performance metrics associated with
hospital performance outcomes, not necessarily clinical outcomes such as LOS or scores
from JCAHO, but include Total Quality Management of Balanced Score Card outcomes
in relation to CFTs.

1.

There was a large percentage of unexplained variance in hypotheses testing.
Since SEM is a more rigorous procedure which examines both the theoretical and
measurement model, it is recommended that SEM be used for future studies.

2.

This study did not include the variables associated with team size. Previous
research did show a correlation between team size and cohesion, therefore, it is
recommended that future studies use eligibility questions that include responses
that would indicate the approximate CFT size.

3.

A future study focusing on teams and Total Quality Management or the Balanced
Scorecard approach to measure hospital performance may lead to improved

efficiency because of a more focused view of financial as well as operational
hospital dynamics.
4.

Additional validation of the Perceived Dissimilarity scale and the Team Outcome
Effectiveness scale using EFA and confirmatory factor analysis is recommended.

5.

Future studies can use interviews and observations as well as face to face surveys
to hospital employees rather than the online survey format to increase response
rates.
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Appendix A

Survey

Filter Questions

The following filter questions will be posted on the first screen when potential
participants access the SurveyMonkey survey. If the potential participant answer "no" to
any of the following 4 questions, the participant will be existed from the survey at which
point, they will be thanked for agreeing to participant.

1.

Are you a full-time employee in one of the 38 listed hospitals Miami-Dade,
Broward or Palm Beach County?

2.

Do you have a functional assignment is one or more of the following:
a. A clinical department (nursing, therapist)
b. Physicians
c. Management representative (nursing, adrnin, support services)
d. Line representative (service occupations)

3.

Do you participate on at least one team (CFT, multidisciplinary, interdisciplinary,
or the like)?

4.

Have you participated on a team for at least six (6) months?

Part 1: Actual Dissimilarity (Demographic Profile)
DIRECTIONS: For each of the following questions, please choose the category that best describes
you, by checking one box.
1.
Gender
=n Male
=O Female
Race: Select the primary race you consider yourself to be.
2.
American Indian or Alaska Native
l=D
2=0
Asian
3=0
Black or African American
Native Hawaiian or other Pacific Islander
4=0
5=0
White
3.

Ethnicity
l=U
2=0

4.

Educational Level
1=U
2=0

3=n
4=U

5=0
6=fi

5.

Professional (MA. MS. ME, MD, PhD. LLD and the like)
Four-year college graduate (BA. BS, BM)
One to three years college (also business schools)
High school graduate 5
Seven to nine years of school
Less than seven years of school

Occupational Title
1=0
2=n
3=E
4=U
6=0

5=0
7=Ci

8=C

6.

Hispanic or Latino
Not Hispanic or Latino

Higher executives (COO, CFO, CNO, CEO or other equivalent)
Department manager (also director) direct patient care area
Department manager (also director) non-direct patient care area
Registered Nurse
Therapist (include RT, PT. MHT, etc.)
LPN
Supervisor (report to manager or director, any area)
Line worker (no supervisory responsibility, any area)

Professional Practice Area
1=i
4=E

2=0
3=1

Administration
Medical staff (Physicians, ARNP, PA, and the like)
Clinical (any area)
Support Services (dietary, engineering, security, housekeeping, clerical, and the like)

DIRECTIONS: For each of the following two (2) questions, please fill in the blank with the answer
that best describes you:

Provide the izearestfull year: example. 53 years and 4 mos. = 53; 27 years and 6 montlzs = 28)
7. Age in years: -

8.

Years of practice in your profession -

9.

Length of employment at current hospital:

10. Hospital of Employment:

Part 2: Perceived Dissimilarity

INSTRUCTIONS: The following statements relate to your feelings about perceived
dissimilarity in your team. Choosing a 5 means you agree with the statement and
choosing 1 means you do not. You may choose any number between land 5 that shows
how strong your feelings are. There is no right or wrong answer. Please choose the
number that best shows reflects your feelings about perceived dissimilarity in your team.
Strongly
Disagree
1

Strongly
Agree
2

3

4

5

0

0

0

Visible Dissimilarity
1. I feel I'm visibly dissimilar to other group
members.
2.

In terms of visible characteristics (e.g. age,
gender, ethnicity) I think I'm different from
other group members.

Values Dissimilarity
3. I feel my work values and/or motivations are
dissimilar to other group members.

0
0

0

0

0

0

0

0

0. 0

0

0

0

0

0

0

0

4. In terms of functional background (e.g.
professional background and/or work
experience) I think I'm different from other
group members.
Informational Dissimilarity
5. I feel I am professionally andlor
educationally dissimilar to other group
members.
6. In terms of principles that guide my work (e.g.
detail-oriented, reward-driven) I think I'm
different from other group members.

0

0

0

17

0

0

Note. The Perceived Dissimilarity scale by Hobman et al. 2004 is from "Perceived
dissimilarity and work group involvement: The moderating effects of group openness to
diversity". Group & Organization Management, 29(5), 560-588. Adopted with
permission of the author

Part 3: Perceived Group Openness to Diversity
INSTRUCTIONS: The following statements relate to your feelings about your
perceptions of group openness to diversity in your team. Choosing a 5 means you agree
with the statement and choosing 1 means you do not. You may choose any number
between land 5 that shows how strongly agree with the statement. There is no right or
wrong answer. Please choose the number that best shows reflects your perceptions about
perceived dissimilarity in your team.

Openness to Visible Diversity
1. In my team, members enjoy doing jobs with
people of different ethnicity, gender, and/or age.

2. In my team, members make an extra effort to
listen to people of different ethnicity, gender,
and/or age.
O p m e s s to Values Diversity
3. In my team, members make an extra effort to
listen to people who hold different work values,
and /or motivations.
4.

In my team, members are keen to learn from
people who have different work values and /or
motivations

Openness to Informational Diversity
5. In my team, members enjoy doing jobs with
people from different professional backgrounds
and/or work experiences.
6. In my team, members make an extra effort to
listen to people who are from different
professional backgrounds and/or work
experiences.

Strongly
Disagree
1

2

3

4

Strongly
Agree
5

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

Note. The Perceived Openness to Diversity scale by Hobman et al. 2004 is from
"Perceived dissimilarity and work group involvement: The moderating effects of group
openness to diversity". Group & Organization Management, 29(5), 560-588. Adopted
with permission of the author

Part 4: Cohesion

INSTRUCTIONS: The following questions relate your thoughts about team cohesion.
Choosing a 5 means you have a have a high extent of agreement and choosing 1 means
you have no extent of agreement with the statement. There is no right or wrong answer.
Please choose the number that best shows reflects your extent of agreement about
cohesion in your team.
Not at all

Vew

1.

To what extent do you trust the members of
your team?

O

O

O

O

O

2.

To what extent are the people in your team
helpful in you getting your job done?

0

n

u

n

0

O

O

U

.O

0

0

0

0

3. To what extent are the people in your group
friendly?
4.

To what extent do the people in your team take
a personal interest in you?

5. To what extent do you look forward to being
with members of your team each day?

q

Note. The Index of Work Group Cohesion by Price and Mueller 1986 is from the
Handbook of Organizational Measurement. Adopted with permission of the author

Part 5: Team Outcome Effectiveness scale
Instructions to participants:
Please concentrate on a team you are currently serving on when completing this survey. Choose the
numeric response that best fits your thoughts about the statement, i.e., 7 is a very accurate statement about
the team.

1

2

3

4

5

6

U
13

D
ti

0

17

U

n

0

n

0

n

C
C
U

1-1

0

U

m

U

n

C!

III

n

o

n
n

[7
0

n

n

n

b

0

C

L1

,I

Ll

U

U
U

n

0

n

C

U

0

E

U

U

I1

1

0

n

1
0

I1

U
U

0

I

I

L
U
L1

0

n

10
II

Cl

0

1
1

n

U

IA

0

C

U

D

0

n

n

0

U

U

7

Goals
1. This team fulfills its mission.
2. This team accomplishes its objectives.

3. This team meets the requirements set for it.
4. This team achieves its goals
5. This team serves the purpose it is intended to
serve

E

Customers
1.
2.

3.
4.
5.

This team's customers are satisfied
This team's customers are happy with the
team's performance
This team is responsive to its customers
This team fulfills the needs of its customers
This team responds to external demands

Timeliness
This team meets its deadlines
The team does not waste time
The team provides services on time
This team is fast
5. This team adheres to its schedule
6. This team finishes its work in a reasonable
amount of time

I.
2.
3.
4.

Quality
1. This team has a low error rate
2. This team does high quality work
3. This team consistently provides high quality
work
4. This team is consistently error free
5. This teams work quality needs no ~mprovement

Productivity
1. This team uses resources well
2. This team is productive
3. This team is not wasteful
4. Inputs used by this team are appropriate for the
out~utsachieved
5. This'team is effective

0

Note. The Team Effectiveness Outcome scale by Gibson et al. 2003 is from "Team effectiveness
in multinational organizations: Evaluation across contexts". Group & Organizatiorz Ma~zagement,

28(4), 444-475. Adopted with permission of the author.

Part 6: Organizational Characteristics Checklist
(Not part of survey given to participants)

Hospital Name

Hospital Geographic Location

1.

Palm Beach County

2.

Broward County

3.

Miami-Dade County

Hospital Size (Licensed Beds)

Tax Status
3.

For-Profit

4.

Not-for-profit

Legal Classification

5.

Investor Owned

6.

Government

Part 7: Organizational Performance
(Not part of survey given to participants)

Hospital Name:

Current LOS (as provided by AHCA)

Days

Percentage on the Management of the Environment of Care issued by JCAHO

Score compared to other hospitals during same rating period (percentile rank):

Appendix B
Permissions to Use the Scales in this Study

Team Outcome Effectiveness scale
Zulfikar Kalam
From:
To:

Gibson, Cristina
Zulfikar Kalam

Cc:
Subject:

RE: Request for Permission

Sent: Wed 2/26/2007 5 5 2 PM

Attachments:

That is fine. I will curious to learn how well the scales perform with your
rewording. Please do forward the new wording and the scale reliabilities
and factor analyses that you perform in your work.
-Original Message--From: Zulfikar Kalam [mailto
Sent: Monday, February 26,2007 2.10 PM
To: Gibson, Cristina
Cc:
Subject: RE: Request for Permission

]

Hello Dr. Gibson:
In reference to the 'Team Outcome Effectiveness scale" you so kindly granted
me permission me to use, I am requesting your approval to modify a number of
items. My study uses the Internet (on-line) process. I fear there may be issues
with reverse coding of certain items, and as such, I would like to re-word the
following negatively worded items:
ltems #2 and #4 on the Timeliness subscale
Item #5 on the Quality subscale
ltems #I and #3 on the Productivity subscale.
You approval is greatly appreciated. Please do not hesitate to contact me
if you need further information or clarification,
Sincerely,
Z. Dennis Kalam

Perceived Openness to Diversity and Perceived Dissimilarity scales
Zulfikar Kalam
From:
To:
Zulfikar Kalam
Cc
Subject:
Fwd: RE: Permission
Attachments:

Sent: Mon 11/6/2006 7:27 PM

Dear Z. Dennis Kalam
Thank you for your email. Feel free to use the measure I developed. Best wishes!
Liz
Forwarded message from Prashant Bordia
Date: Mon, 6 Nov 2006 10:00:33 t1030
From: Prashant Bordia
Reply-To: Prashant Bordia
Subject: RE. Permission
To: Cindy Gallois
Dear Cindy,
This paper (and the measure) is out of Liz Hobman's dissertation. She will have the measures. Liz is on
maternity leave, but checks email occasionally (I have copied this email to her).
Yes, Sarbari and I were in Brisbane for a couple of days; she presented at the TED1 conference on teaching
and learning. Unfortunately1didn't get a chance to see you. Hope you are well!
regards
Prashant

From: Cindy Galtois [mailto
Sent: Monday, 6 November 2006 854 AM
To: Prashant Bordia
Subject: FW: Permission
Dear Prashant-I think this one is for you - if not, could you let me know who it is - many thanks, see you,
Cindy (hope all is well with you and Sarbari -1 saw that she was here last week)
Cindy Gallois, PhD FASSA
Deputy Executive Dean and Director of Research
Faculty of Social and Behavioural Sciences
Professor of Psychology
The University of Queensland

Index of Work Group Cohesion
You replied on 1/21/2007 1259 PM,
Zulfikar Kalam

u]

From: Jim Price
To: Zulfikar Kalam
Cc:
Subject:
Cohesion
Attachments:

Sent: Sun 1/21/2007 12:09 PM

You may use my Index of Work Group Cohesion as requested in your January 18th
g
email.
https://pop.student.lynn.edu/exchange/ZKalam/Inbox/'rs%20oP/o20Permission/Coh
esi... 4/19/2007

Zulfikar Kalam
From: Zulfikar Kalam
To:
Cc.

;

t

Subject: Index of Work Group Cohesion Permission
Attachments:
Good Afternoon:
My name is Z. Dennis Kalam and I am a doctoral candidate at Lynn University in Boca
Raton, Florida. I am requesting permission to use the Index of Work Group Cohesion, As
such, I have attached a detailed letter of request for permission regarding the Index of
Work Group Cohesion Scale
Although the letter is detailed, if you need additional information or have any questions,
please do not hesitate to contact me at
or by return email.
Thank you very much. Z. Dennis Kalam

Appendix C
On-Line Survey

1. Consent Form
Please read the following Authorization for Voluntary Consent.
When you have read this document, select one of the options
at the bottom of the pag~
Thank you

Next
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2. Consent Form
Institutional Review Board for the Protection of Human Subjects
Lynn University
3601 N. Military Trail, Boca Raton, Florida 33431

.

AUTHORIZATION FOR VOLUNTARY CONSENT
PROJECT TITLE: Effects of Similarity-Dissimilarity, Team Cones~on,
and Team Effectiveness on Hospital Cross-Functional Teams, and
Organizational Performance
Project IRB Number:
Lynn University, 3601 N. Military Trail Boca
Raton, Florida 33431

I,Z. Dennis Kalam, am a doctoral student at Lynn University. Ian
studying Global Leadership, with a specialization in Corporate and
Organizational Management. Part of my education is to conduct a researcn
study.
DIRECTIONS FOR THE PARTICIPANT:

You are being asked to participate in my research study. Plrasr lead this
carefully. This form provides you with information about the study. The
Principal Investigator (Z. Dennis Kalam) will answer all of your questions.
You may contact me at
, or at
. Ask
questions about anything you don't understand before deciding whether to
participate or not. You are free to ask questions at any time before or
after your participation in this study. Your participation is entirely
voluntary and you can refuse to participate without penalty or loss of
benefits to which you are otherwise entitled. You aknowledge that you are
at least 18 years of age, and that you do not have a medical problem or
langauage or educational barrier that precludes understanding of

explanations contained in this authorization for voluntary consent.
PURPOSE OF T H I S RESEARCH STUDY: The study is about Hospital
Cross-Functional Teams. There will be approximately 1000 people
participating in this study. Participants represent that they are full-time
employees in one of the hospitals in this study, at least 18 years of age,
and are part of a cross-functional team. They also represent that they are
a physician, nurse, management representative, or line representative in
one of the hospitals in this study which is located in Miami-Dade, Broward
or Palm Beach County.
PROCEDURES: Your e-mail was obtained from one of the following
organizations: the SFHEF, the FHEA, the AHAISFHHA, the AHOP, or
through professional contact with the principal researcher. An invitation email sent to professional contacts used the blind carbon copy (Bcc) feature
so that the names and e-mail addresses of other recipients did not appear
in the header and are unknown to the other participants. The survey is
completed electronically and begins by clicking the "Iwish to continue"
button below. I f you do not meet the criteria for participation, you will be
permitted to continue with the survey by clicking "Next". You will first
complete the Demographic Survey. You will then be asked to complete the
Perceived Dissimilarity, Index of Work Group Cohesion, and finally, the
Team Outcome Effe'ctiveness surveys. There are a total of 60 questions.
The entire survey will take 10-15 minutes to complete.

Recipients of the e-mail are asked to forward the e-mail to other members
of their hospital team who are 18 years and older. When forwarding the email, you are asked to put e-mail addresses in the "blind carbon copy"
feature (Bcc) so that the names and e-mail addresses of recipients do not
appear in the header and are unknown to the other participants.
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:onsent Form (continued)
You will complete the survey in private and the researcher will not obtain
any identifying information to link the participant to the survey data.
The data will be kept confidential and stored electronically on "password
protected" computers. Printouts of data will be stored in a locked file
cabinet in the researcher's home. All data (electronic and hard copy) will
be destroyed after five years.
POSSIBLE RISKS OR DISCOMFORT: This study involves minimal risk.
You may find that some of the questions are sensitive in nature. I n
addition, participation in this study requires a minimal amount of your

time and effort.
POSSIBLE BENEFITS: There may be no direct benefit to you in
participating in this research. But knowledge may be gained which may
help improve cohesion, effectiveness, and performance in hospitals that
use teams.
FINANCIAL CONSIDERATIONS: There is no financial compensation for
your participation in this research. There are no costs to you as a result of
your participation in this study.
ANONYMITY: Anonymity will be maintained to the degree permitted by
the technology used. Specifically, no guarantees can be made regarding
the interception of data sent via the Internet by any third parties. The
researcher will not identify you and data will be reported as "group"
responses. Participation in this survey is voluntary and proceeding with
completing the survey will constitute your informed consent to participate.
Your e-mail address, IP address, and individual responses will not be
identified nor tracked as part of data collection.

The results of this study may be published in a dissertation, scientific
journals or presented at professional meetings. I n addition, yoyr individual
privacy will be maintained in all publications or presentations resulting
from this study.
RIGHT TO WITHDRAW: You are free to choose whether or not to
participate in this study. There will be no penalty or loss of benefits to
which you are otherwise entitled if you choose not to participate.
CONTACTS FOR QUESTIONSIACCESS TO CONSENT FORM: Any
further questions you have about this study or your participation in it,
either now or any time in the future, will be answered by Z. Dennis Kalam,
who may be reached at
, and Dr. Joan Scialli, faculty
advisor, who may be reached at:
. For any questions
regarding your rights as a research subject, you may call Dr. Farideh
Farazmand, Chair of the Lynn University Institutional Review Board for the
Protection of Human Subjects, at
I f any problems arise
as a result of your participation in this study, please call the Principal
Investigator (Z. Dennis Kalam) and the faculty advisor (Dr. Scialli)
immediately. You may print off a copy of this consent form.
INVESTIGATOR'S AFFIDAVIT: Ihereby certify that a written
explanation of the nature of the above project has been provided to the
person participating in this project. A copy of the written documentation is
attached hereto. By the person's consent to voluntarily participate in this
study, the person has represented that he/she is at least 18 years of age,
and that he/she does not have a medical problem, a language problem, or
an educational barrier that precludes hisfher understanding of my
explanation. Therefore, Ihereby certify that to the best of my knowledge
the person participating in this project understands clearly the nature,
demands, benefits, and risks involved in her participation.

Signature o f Investigator
Date of IRB Approval by Lynn University's Institutional Rev~ewaoara:
Date of IRB Expiration:

----

----------

* 1. Please select whether or not ;ou

wish to continue with the survey

J Yes, Iwish t o continue
J

No, Ido not wish t o continue
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4. Filter Questions
Welcome to the Hospital Team Survey. Please be assured all
information you enter is confidential and will not be divulged
without your consent. The first screen will determine your
eligibility to take part in the survey. Please complete all of the
filter questions on the first screen. I f you answer no to any of
the filter questions, you will be directed out of the survev.
Thank you for your valued participation.

* 2. Are you employed at one of the 38 hospitals listed i n the drop down
menu? I f not, please select the last option i n the drop down menu
"OTHER HOSPITAL NOT LISTED"

I

v

* 3. Do you have a functional assignment in:
A clinical department (nursing, physical therapy, radiology,
respiratory, lab, and the like)

Yes

No

* 4. Are you a Physcian or a Management Representative (nursing,
admin, support services), or a Line employee (security, plant
operations, dietary, EVS, and the like)?
Yes

No

* 5. Do you participate on at least one team (CFT,

multidisciplinary,
interdisciplinary, patient care team, and the like)?
Yes

No

3

J

* 6. Regardless of the level of participation,
team for at least six (6) months?
Yes

No

I

J

have you participated i n a

<< Prev

Next

>>

ictual Dissimilarity
Directions: For each of the following questions, please choose
the category or answer that best describes you. Please check
One box only.

7 . Gender

yes

Male

d

Femal

8. Race
5

American Indian or Alaska Native

I

Asian

I

Black or African American

I

Native Hawaiian or other Paclrlc lslanaer

4

White

J

9. Ethnicity

Yes

Hispanic or Latino

3

Not Hispanic or Latino

J

10. Educational Level

Professional (MA, MS, MD, PhD, and the like)

3

Four-year college graduate (BA, BS, BM, and the like

One to three (3) years of college (also business school)

3

High School Graduate

3

Seven to nine years of schon'

.
I

Less than seven (7) years or scnoo

..II

1

11. Occupational Title
Yes

Higher executives (COO, CFO, CNO, CEO, o r other
equivalent)

Department manager (also director) direct patient care

Department manager (also director) non-direct patient care

Registered nurse

Therapist (include RT, PT, MHT, and the like)

LPN

Supervisor (report t o manager o r director, any area)

Line worker (no supervisory duties any area)

12. Professional Practice Area

Yes

Administration

Medical Staff

Clinical (any area)

Support Services (dietary, plant operations, security, EVS,
clerical, and the like)
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6. Tenure

Directions: For each of the following questions, please enter
the answer that best describes you.
For example, provide the nearest full year for your age as 53
years and 4 months = 53; 27 years and 6 months = 28.

* 13. Age

]To nearest whole number

* 14. Years of practice in your profession
To nearest whole number

* 15. Length of employment at current hospital
Years

* 16. Please select your current hospital of employment
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INSTRUCTIONS: The following statements relate t o your
feelings about perceived dissimilarity in your team. Choosing
a 5 means you agree with the statement and choosing 1
means you do not. You may choose any number between
l a n d 5 that shows how strong your feelings are. There is no
right or wrong answer. Please choose the number that best
reflects your feelings about perceived dissimilarity in your
team.

17. Part 2: Perceived Dissimilarity (The Perceived Dissimilarity scale
by Hobman et al. (2004) is from "Perceived dissimilarity and work
group involvement: The moderating effects of group openness t o
diversity". Group & Organization Management, 29(5), 560-588.
Adopted with permission of the author)

INSTRUCTIONS: The following statements relate t o your feelings about
perceived dissimilarity i n your team. Choosing a 5 means you agree
with the statement and choosing 1 means you do not. You may choose
any number between 1 and 5 that shows how strong your feelings are.
There is no right or wrong answer. Please choose the number that best
reflects your feelings about perceived dissimilarity in your team.

1-2Visible, 3-4Values, 5-6 Informational
Strongly
Dissagree

1. Ifeel I ' m
visibly
dissimilar to
other group
members

2. I n terms of
visible
characteristic
(e.9. age,
gender,
ethnicity) I
think I ' m
different from

J

Strongly
Agree 5

other group
members

3. Ifeel my
work values
and / or
motivations
are dissimilar
to other
group
members

4. I n terms of

J

functional
background
and / or work
experience, I
think I'm
different from
other group
members

5. Ifeel Iam
professionally
and / or
educationally
dissimilar to
other group
members

J

6. I n terms or
principles that
guide my
work (e.g.
detailoriented,
rewarddriven), I
think I ' m
different from
other group
members

I

18. Part 3: Perceived Group Openness t o Diversity (The Perceived
Openness t o Diversity scale by Hobman et al. 2004 is from "Perceived
dissimilarity and work group involvement: The moderating effects of
group openness t o diversity". Group & Organization Management,
29(5), 560-588. Adopted with permission of the author)
INSTRUCTIONS: The following statements relate t o your feelings about
your perceptions of group openness t o diversity in your team.
Choosing a 5 means you agree with the statement and choosing 1
means you do not. You may choose any number between l a n d 5 that
shows how strongly agree with the statement. There is no right or
wrong answer. Please choose the number that best shows reflects
your perceptions about perceived dissimilarity in your team.
1-2 Visible, 3-4 Values, 5-6 Informational

Strongly
Disagree 1

1. I n m y
team,
members
enjoy doing
jobs with
people o f
different
ethnicity,
gender,
and/or age

2. I n m y
team,
members
make an
extra effort
t o listen t o
people o f
different
ethnicity,
gender,
and/or age

3. I n m y
team,
members
make an
extra effort
t o listen t o

Strongly
Agree 5

L

people who
hold
different
work values,
and /or
motivations

4. I n my
team,
members
are keen to
learn from
people who
have
different
work values
and /or
motivations

.5. I n my
team,
members
enjoy doing
jobs with
people from
different
professional
backgrounds
and/or work
experiences

6. I n my
team,
members
make an
extra effort
to listen to
people who
are from
different
professional
backgrounds
and/or work
experiences

19. Part 4: Cohesion (The Index of Work Group Cohesion by Price and
Mueller 1986 is from the Handbook of Organizational Measurement.
Adopted with permission of the author).

INSTRUCTIONS: The following questions relate t o your thoughts about
team cohesion. Choosing a 5 means you have a have a high extent of
agreement and choosing 1means you have no extent of agreement
with the statement. There is no right or wrong answer. Please choose
the number that best reflects your extent of agreement about cohesion
i n your team.

Not at all 1

1. To what
extent do you
trust the
members of
your team?

2. To what
extent are the
people in your
team helpful
in you getting
your job
done?

I

3. To what
extent are the
people in your
group
friendly?

J

4. To what
extent do the
people in your
team take a
personal
interest in
you?

I

5. To what
extent do you
look forward
to being with
members of

I

-

Very 5

20. Part 5: Team Outcome Effectiveness scale (The Team Effectiveness Outcome scale by Gibson et al. 2003 is
from "Team effectiveness i n multinational organizations: Evaluation across contexts". Group & Organization
Management, 28(4), 444-475. Adopted w i t h permission of the author)

Instructions t o participants:
Please concentrate on a team you are currently serving on when completing this survey. Choose the numeric
response that best fits your thoughts about the statement, i.e., 7 is a very accurate statement about the team.
Very
Inaccurate

1. This team
fulfills its
mission.

J

2. This team
accomplishes
its objectives.

I

3. This team
meets the
requirements
set for it.

I

4. This team
achieves its
goals

I

Mostly
Inaccurate

I

Slightly
Inaccurate

Uncertain

Slightly
Accurate

Mostly
Accurate

Very
Accurate

5. This team
serves the
purpose it is
intended to
serve

6. This
team's
customers
are satisfied

7. Thi!
team's
customers
are happy
with the
team's
performance

8. This team
is responsive
to its
customers

9. This team
fulfills the
needs of its
customers

3

3

4

J

3

3

3

10. This team
responds to
external
demands

J

11. This team
meets its
deadlines

3

12. The team
does not
waste time

J

13. The team
provides
services on
time

3

14. This team
is fast

-J

15. This tta111
adheres to its
schedule

.3

16. This tean

J

3

finishes its
work in a
reasonable
amount of
time

17. This team
has a low
error rate

18. This tean
does high
quality work

19. This team
consistently
provides higP
quality work

3

3

20. This team
is
consistently
error free

d

J

21. This
teams work
quality needs
no
improvement

3

3

4

3

22. This team
uses
resources
well

23. This team
is productive

3

24. This tean
is not
wasteful

25. Inputs
used by this
team are
appropriate
for the
outputs
achieved

26. This team
is effective

J

3

Appendix D
SurveyMonkey.Com Procedures

Part 1:SurveyMonkeySubscription

Part 2:SurveyMonkey IP Tracking Procedures

Part 3:SurveyMonkey Security Encryption Protocol

Appendix E
Lynn University Institutional Review Board Approval

Lynn University

Principal Investigator: Zulfikar D. Kalam
Project Title: Effects of Similarity-Dissimilarity, team Cohesion, and Team Effectiveness of
Hospital Cross-Functional teams, and Organizational Performance.

IRE3 Project Number 2007-023 Request for Expedited Review of Application and
Research Protocol for a New Project
IRE3 ACTION by the IRE3 Chair or Another Member or Members Designed by the Chair
Expedited Review of Application and Research Protocol and Request for Expedited Review
(FORM 3):
Approved X Approved; wlprovision(s) COMMENTS:
Consent Required: No

Yes X N o t Applicable

Written X Signed-

Consent forms must bear the research protocol expiration date of-614108-.
Application to ContinueIRenew is due:

1) For an Expedited IRB Review, one month prior to the due date for renewal X

Name of IRE3 Chair Farideh Farazmand
Signature of IRB Chair

Date:

Cc. Dr. Scialli

Institutional Review Board for the Protection of Human Subjects
Lynn University
3601 N. Military Trail Boca Raton, Florida 3343 1

614107

.

Appendix F
Authorization for Voluntary Consent
(Online Version)

Lynn University
THIS DOCUMENT SHALL ONLY BE USED TO PROVIDE AUTHORIZATION
FOR VOLUNTARY CONSENT
PROJECT TITLE: Effects of Similarity-Dissimilarity, Team Cohesion, and Team
Effectiveness on Hospital Cross-Functional Teams, and Organizational Performance.
Project IRB Number: 2007-023 Lynn University, 3601 N. Military Trail, Boca Raton, Florida
33431
I, Z. Dennis Kalam, am a doctoral student at Lynn University. I am studying Global Leadership,
with a specialization in Corporate and Organizational Management. One of my degree
requirements is to conduct a research study.

DIRECTIONS FOR THE PARTICIPANT:
You are being asked to participate in my research study. Please read this carefully. This form
provides you with information about the study. The Principal Investigator (Z. Dennis Kalam) will
answer all of your questions. I can be contacted at
or by e-mail at
Ask questions about anything you don't understand before deciding
whether or not to participate. You are free to ask questions at any time before, during, or after
your participation in this study. Your participation is entirely voluntary and you can refuse to
participate without penalty or loss of benefits to which you are otherwise entitled. You
acknowledge that you are at least 18 years of age, and that you do not have medical problems or
language or educational barriers that precludes understanding of explanations contained in this
authorization for voluntary consent.

PURPOSE OF THIS RESEARCH STUDY: The study is about diversity in hospital crossfunctional teams (work teams, or work groups), and how perceptions of team members affect
cohesion and effectiveness of those teams. There will be approximately 1000 people invited to
participate in this study. Participants represent that they are full-time employees in one of the
hospitals in this study, at least 18 years of age, and are part of a cross-functional team. They also
represent that they are a physician, nurse, management representative, or line representative in
one of the hospitals in this study which is located in Miami-Dade, Broward or Palm Beach
County.
PROCEDURES: You will receive an e-mail invitation to participate in the survey with a link to
the SurveyMonkey Internet website. If you agree to participate, you will be asked to click on the
link and will be directed to answer 5 questions. If you meet the criteria for participation, you will
be asked to continue with the survey. You will first complete the Demographic Survey.
You will then be asked to complete the Perceived Dissimilarity, Index of Work Group Cohesion
and, the Team Outcome Effectiveness surveys. The entire survey should take approximately 15
minutes to complete.

*

If you are asked forward the survey to other members of your hospital team, you are asked to use
the "blind copy" feature (Bcc) for the recipient's e-mail address so that the list of recipients will
not appear in the header. You will be asked to send the forwarding e-mail in plain text format
with no attachments. The Internet link to the survey will be pasted in the body of the e-mail. The
Web site design will include a request to SurveyMonkey to not track respondents' IP addresses or
any personal identification information. At no time will you be asked to give your name, social
security number, or other identifiers which could reveal who you are.
The electronic data will be kept in "password protected" computers in the principle investigators
home. All hard copy data will be kept in a locked file cabinet in the principle investigators home.
Both electronic and hard copy data will be destroyed after five years.

POSSIBLE RISKS OR DISCOMFORT: This study involves minimal risk. You may find that
some of the questions are sensitive in nature. In addition, participation in this study requires a
minimal amount of your time and effort.
POSSIBLE BENEFITS: There may be no direct benefit to you in participating in this research.
But knowledge may be gained which may help improve cross-functional team and hospital
performance.
FINANCIAL CONSIDERATIONS: There is no financial compensation for your participation
in this research. There are no costs to you as a result of your participation in this study.
ANONYMITY: Anonymity will be maintained to the degree permitted by the technology used.
Specifically, no guarantees can be made regarding the interception of data sent via the Internet by
any third parties. This researcher will not identify you and data will be reported as group
responses. Participation in this survey is voluntary and proceeding with the survey will constitute
your informed consent to participate. Your e-mail address responses will not be identified nor
tracked as part of the data collection.
The results of this study may be published in a dissertation, scientific journals or presented at
professional meetings. In addition, you privacy will be maintained in all publications or
presentations resulting from this study.
All information will be held in strict confidence and will not be disclosed unless required by law
or regulation.

RIGHT TO WITHDRAW: You are free to choose whether or not to participate in this study.
There will be no penalty or loss of benefits to which you are otherwise entitled if you choose not
to participate.
CONTACTS FOR QUESTIONSIACCESS TO CONSENT FORM: Any further questions
you have about this study or your participation in it, either now or any time in the future, will be
answered by Z. Dennis Kalam (Principal Investigator) who may be reached at:
and
Dr. Joan Scialli, faculty advisor who may be reached at:
For any questions
regarding your rights as a research subject, you may call Dr. Farideh Farazmand, Chair of the
Lynn University Institutional Review Board for the Protection of Human Subjects, at
If any problems arise as a result of your participation in this study, please call the Principal
Investigator (Z. Dennis Kalam) and the faculty advisor (Dr. Joan Scialli) immediately.
A copy of this consent form will be given to you.

INVESTIGATORS AFFIDAVIT: I hereby certify that a written explanation of the nature of the
above project has been provided to the person participating in this project. A copy of the written
documentation provided is attached hereto. By the person's consent to voluntary participate in
this study, the person has represented that helshe is at least 18 years of age, and that helshe does
not have a medical problem or language or educational barrier that precludes hislher
understanding of my explanation. Therefore, I hereby certify that to the best of my knowledge
the person participating in this project understands clearly the nature, demands, benefits, and risks
involved in hislher participation.

Date of IRB Approval:
Signature of Investigator

Appendix G
Invitation Letter to Initial Sample

Dear Healthcare Professional:

I am a Ph.D. candidate at Lynn University, requesting your help to complete part of my
degree requirements. Please follow the link at the end of this letter to an online survey
titled: EFFECTS OF SIMILARlTY-DISSIMILARITY,TEAM COHESION, AND
TEAM EFFECTIVENESS OF HOSPITAL CROSS-FUNCTIONAL TEAMS, AND
ORGANIZATIONAL PERFORMANCE
The survey consists of demographic, diversity, team cohesiveness, and team effectiveness
questions.
The survey will take about 15 minutes to complete. The target population of the study is
cross functional team members (work teams, or work groups) from 38 hospitals in
Miami-Dade, Broward, and Palm Beach counties. Approximately 1000 healthcare
professionals with a listed e-mail are being asked to participate in this study. The Lynn
University Institutional Review Board has approved this study.
This is an anonymous questionnaire and upon submission, neither your name nor e-mail
address will be attached to your answers.
As a healthcare professional, your knowledge and opinions regarding this topic makes
your input invaluable. I invite you to please take a few minutes to review the informed
consent and complete the anonymous questionnaire.
Once you have completed this anonymous survey, please forward this link to other team
members in your hospital or another South Florida hospital, who are actively
participating on cross-functional team activities and meetings.
To begin, click this link:

Thank you for your time and consideration.

Z. Dennis Kalam, MBA
Ph.D. Candidate
Lynn University
3601 N. Military Trail
Boca Raton, FL 3343 1

Appendix H
Follow-Up Letter to Initial Sample

Dear Healthcare Professional:
As a follow-up to my recent e-mail, I would like to thank you for your valuable
participation in the recent survey I sent to you regarding my dissertation work on
EFFECTS OF SIMILARITY-DISSIMILARITY, TEAM COHESION, AND TEAM
EFFECTIVENESS OF HOSPITAL CROSS-FUNCTIONAL TEAMS, AND
ORGANIZATIONAL PERFORMANCE
In the event that you have not had the opportunity to complete the survey, I ask you to
please consider doing so.
Once you have completed this anonymous survey, please forward this link to other
cross-functional team members (work teams, or work groups) who are actively
participating in team activities in your hospital or another South Florida hospital.

Once again, I thank you for your participation in this survey.

Sincerely,

Z. Dennis Kalarn, MBA
Ph.D. Candidate
Lynn University
3601 N. Military Trail
Boca Raton, FL 3343 1

